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INTRODUCTION. 


This Booklet is a Draft Booklet. 


It is being utilised during the pilot series of seminars to establish the needs 
of service providers inasfar as basic general information is concerned. It 
is being revised between each seminar. 


We hope that at the end of the pilot program that we have the basis for an 
information manual that answers many of the needs of service providers. 


Each person attending the seminar series will be sent a final version of the 
booklet at the end of the project. 


If you have any comment to make on the maternal presented in the 
booklet, bearing in mind that it is a draft, and it has been designed to be 
easily changed between seminars, we would be more than interested. 
Please contact David Herkt on (06) 248-0844 or write to Service Provider 
Education Project, GPO Box 2530, Canberra, ACT, 2601. 


David Herkt. 


Digitized by the Internet Archive 
in 2022 with funding from 
Kahle/Austin Foundation 


https://archive.org/details/whoareinjectingdOO0O0Ovari 
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Becoming An Insider 


7 I moved here to find a quiet life 
in a place where I can keep my belovedcats 
and let them run in the yard, 
and where I can indulge my practice 
of target shooting. 
WB 78 yrs old. 1992 


I went on the cruise by myself. I spent a lot of money, 
I spent twenty-five hundred, besides the evening gowns. 
I wanted to look just as good as anyone... 


"Lotte" 82 years old 1992 


I fought in the Middle East. I was wounded 
and shipped back home. 
The RSL has been important to me. 
I’ve put in time for our local club since the fifties. 
I’ve been president of our branch a few times now. 
I'm president at the moment. 
" Bill." 65 yrs old 1992 


All of these people are users. They are all dependent users and the three 
are on methadone programs.That was how they were contacted.One of 
them started using as early as the 1929. The other two have been 
dependent nearly fifty years. 


Our conception of users is a picture that has been built up from a number 
of sources. Some of you will have worked with users a long time, some 
of you will only just be starting, but all of you have a conception of users 
that sometimes does not reflect the reality. 


We all know the power of stereotypes. We see people from Japan, for 
instance, in terms of workers, prepared to work for a company and belong 
to its corporate identity in ways we would not enjoy or consider. They 
have a fondness for doing things in groups that we would not enjoy. They 
live in overcrowded cities. They have no regard for the environment and 
are quite happy to buy up penguin colonies on the South American coast 
in order to make pet-food... 


Most 
respondents 
(35.6 % )were 
distinctive 
because they did 
not appear to 
belong to any 
zroup outside the 
mainstream 
culture. They 
looked like any 
everyday person 
and were 
described in 
terms like "girl 
next door" or 
"looks like a 
clerk." # 


# Ways of Using, p. 14. 


This picture is a generalised stereotype. We know exactly how wrong it 
is when we place ourselves in one of these stereotypes, the Australian, the 
Italian or Greek, men or women,the homosexual, the heterosexual... 


We have acquired these sterotypes through the media, and from others 
rather than our own experience, and when it does come from ourselves, 
such as having seen a tour-bus of Japanese tourists, it is an experence that 
is brief, of people not in their familiar environment, whom we cannot 
communicate with very well, and, most importantly, we are already 
seeing them as something we already know. 


We have a ready-made frame for anyone and everything we see. 
We can often not see things because of this frame. 


We see things that connect with our picture and we cannot see them as 
anything else other than that image. For instance when a user in hospital 
with a broken arm says they are in pain after they have already had the 
normal amount of painrelief as anyone else, we think they are trying to 
get more to “get out of it” or to “abuse” drugs. They are lying to us and 
they are trying to manipulate us. We refuse. Later when they get angry and 
Cause a public scene we think that they are typical users, a problem for 
everyone with no consideration, no social skills, rude, agressive and 
abusive... 


However we should know that users need a more drugs to kill pain than 
do others. Often it can be three or four times as much. This is a medical 
fact. Most users know it and doctors and nurses should know it. Then 
consider what your actions would be if you were left in pain with a nurse 
refusing you pain relief, in spite of a medical fact that dependent users in 
pain need more pain-killers than non-users, and in addition, being 
moralistic and condemnatory. 


The frame nurses have around users says that users will do and say 
anything to get drugs. Then lets look at why the nurse 1s refusing to give 
more painkillers anyway. Why should we care about why people want 
more and why should we give someone the power to judge whether a 
patient is in enough pain to warrent relief? Surely just the simple fact of 
being able to prevent pain is sufficient? Often hospitals have a strict 
regimen because they don’t want patients addicted. In this case this is not 


a problem. The patient is already addicted. Then there is the medical 
attitude that painkillers are too pleasant and people should not be 
permitted to have them. It also isn’t good for people to be totally relieved 
of pain. Its better that they get used to it. The fact that all our societies 
painkiller drugs are opiate drugs, which are addictive, are controlled 
carefully, are not permitted to other people than doctors and nurses to 
administer (one of the crimes a drug-user can be charged with is self- 
administration), ispartr of the problem. But really none of these things is 
any reason why we should refuse to relieve pain. 


Often we do not stop to take note of the reasons why we do things or the 
logic behind the practices. Thus the simple act opf a user experiencing 
severe pain in hospital is an act which involves stereotypes and our whole 
attitude towards drug-use. 


Another example from an American handbook of AIDS care for IDU. 
The client they describe is Arthur is a 32 year olf bisexual male/injecting 
drug-user with an AIDS diagnosis and he is being treated for his second 
opportunistic infection.... 

Arthur exhibits many of the following symptoms associated 

with manipulation which often accompanies substance 

abuse: 

Flattery 

Intimidation or threats 

Staff splitting (attempting to discredit one staff member to 

another) 

Bargaining 

Turning other staff or clients against a staff-member(s) 

Exploiting others 

Appearing over-compliant 

Separating himself from others - being a “unique case” 

Continuing violation of established rules or treatment 

guidelines 

Repeated questioning of the staff's expertise 

Pretending to be helpless 

Rationalising or excusing his own actions 

Exagerating or feigning symptoms in order to get 

medications 

Asking that “an exception be made for him. 


It is important 
to state 

right at the 
outset that 
there are those 
who inject 
drugs who 
function 
perfectly well, 
as citizens and 
as people 
pursuing their 
lives with 
purpose and 
efficiency.# 


# Ways of Using, p. |4. 


Nearly 10% of 
Australian 
doctors self- 
report a period 
of using opiate 
drugs at least 
once in their 
professional 
career. # 


The only two 
things that the 
individual drug 
users had in 
common were 
their drug use 
and their 
experience of 


stigma* 


#Junkmail, Vol 2 Nol/2, p23 
* Ways of Using: Function al 
Injecting Drug- Users Project. 
R Sharp, M. Davis.etc. 1991 
MacQuarie University Centre 
for Applied Social Research 


Examining this list of symptoms” reveals that if these symptoms are 
“cured”, “Arthur” must subject himself to the treatments outlined for him 
without question or disagreement, bur if he is too compliant staff will 
assume he 1s manipulating them. He cannot describe any symptom of pain 
because staff will consider that he is attempting to gain more pain-killers. 
These “symptoms’ are behaviours which are perfectly rational when the 
client has placed in a situation where the agency and service providers are 
all-powerful, where his words are only seen as a “symptom” of his 
“substance-abuse”, where he has no choice with regard to his treatment 
or the perceptions of who he is. He cannor relate to any staff-member 
without having his compliments seen as flattery and the rational reasons 
he gives for his actions as “excuses”. 


Arthur’s 'symptom’s can also be seen as self-fulfilling: if he is perceived 
by staff in this way, his frustrations can lead to him questioning the 
competance of staff, manifesting anger at the logic of such a system, and 
attempting to use this system to his advantage. It can be seen that if staff 
have read handbooks like this one and see “Arthur” as those handbooks 
describe, then their actions are creating exactly the “symptoms” they 
think they should see. 


The same self-fulfilling attitudes can be seen in many drug-treatment 
centres where users are told that as users they need therapy, they need to 
change, are dysfunctional people, and whereas they should have jobs, 
they are unemployable until they stop using.It is hard to fight against an 
opinion like this when all the resources of a treatment centre are arrayed 
against you, persisting in seeing you as a certain type of person, it is very 
hard to avoid seeing yourself in some relation to this overwhelming 
perception. When the situation also involves powers over the user, 
judgement, the assessments of rewards or punishment, or even just the 
simple power of diagnosis, it is understandable how the situation between 
user and service provider can becomes self-justifying situation. 


Most medically trained people also see drug-users through a number of 
medical models of addiction. A model is a theory that is compared to 
reality so that doctors and nurses can predict the course of an illness and 
treat it. Thus we know if someone has been using heroin every day for six 
months, they will withdraw when they stop taking it. We know this 
because of the model of addiction we have. Most people can function on 
a simple generalised model of drug dependence, but medical agencies 


and researchers have developed a 
number of detailed models which 
compete with each other. They involve 
psycological and physiological details. 
These models mean that medicallly- 
trained people see drug-users as part 
of this model. This can be beneficial 
but it also leads to many problems. For 
example some models of addiction 
relate the dependence bac‘ to early 
childhood events, like being beaten, 
or sexually molested, or be:ag poor. 
Users according to one model only 
become users because they have low 
self-esteem. Essentially what this 
means is that many service providers 
only see users through the lenses of 
the model they have been taught. 


MEDICAL MODELS OF USE AND 
USERS. 


Opiates have always been one of the 
most effaciacious drugs in the doctor’s 
pharmacopia. Used since at least 3000 
BC, opiates have provided one of 
mankinds most effective painkillers 
and until the late nineteenth century, 
opiates were readily available to all 
people without the need of a doctor’s 
intervention.In Victorian England, one 
could go to the corner grocery and by 
one ounce or two ounce preparations 
of wrapped opium or any number of 
tinctures containing opium. However 
during the course of this century, 
addiction to opium was described in 
increasingly negative terms, control 
of opiates was sought by vested 


_ Drug-use is 


[t is not just 


la taking drugs to 


we take drugs. 


f have fun at 
parties, to 


work...# 


# Ways of Using, p. 36. 


integrated into 
user's activities. 


Rather they are 
used to wind 
down after a 
week at work, to 


enhance sexual 
excitement with 
a lover, to help 
them in their 


I've done it on the 
beach, sort of, in 
front of 
families...We were 
there early one 
morning - it was 
my birthday 
actually and one of 
the guys just went 
over to this family 
there and said: 
Excuse us would 
you mind if we 
shoot up some 
drugs.... They said, 
No - that's fine as 
long as you take 
your mess with 
you. 


interests, both doctor’s and pharmacists, and along with this increasing 
control came legal controls and the construction of the opiate-dependant 
person as a “diseased” person. 


The nineteenth century can be seen as a century of entreprenurial 
medicine. Medicine increasingly entered areas of life that had never had 
any relationship with medicine before. The debate began in the Nineteenth 
Century whether some criminals are actually sick and therefore not 
responsible for their actions. This century was also responsible for 
creating the new medical fields of psychology and psychiatry. The result 
of this medicalisation of our lives was a new way of seeing each other. 


There is no better demonstration of it than of drug-use, because in 1800 
there was no model of addiction and the drug-user was able to fully 
participate in the life of his or her community, but by 1900, users were 
variously controlled, and were beginning to bre segregated from society. 
Drug-use and users did not change in this time, rather the context and 
attitudes towards drug-use changed. The medical model, through which 
we see drug-use and drug-users, was first worked out using alcohol in 
America. Alcoholism, a new disease was formulated in the early 1830's. 
It proposed that alcoholism was a disease of the will and the major 
symptom were loss of control over drinking. Alcohol was seen as an 
addictive substance and that alcoholics did not control their drinking. 


Over the next century this disease model of both alcohol and opiates was 
formulated and it is the basis for most medical thinking on the subject. It 
consists of some major concepts 1) that individuals are predisposed to use 
and addiction, 2) they: lose control over this use, and 3) the addiction 
progresses through tolerance and dependence and is often chronic. 
Medicine has sought points of intervention into this model, whereby the 
progression of the disease can be halted. It should be emphasised that 
drug-use, particularly opiates is viewed as intrinsically harmful, in spite 
of the fact that opiates do not physically damage the body in any way. 
Intoxication,which is defined upon the base of intense alcoholic stupor 
is regarded negatively and it is considered that an individual who uses 
cannot function effectively, in spite of the fact that we know opiates act 
in a different way from alcohol on the the body and mind. 


The major models of addiction are seen as 1) addiction as a ‘disease’ - the 
individual is physically predisposed to opiate-addiction by such things as 


low natural endorphin production, genetic differences, metabolic 
difference 2) addiction as a psycological problem where the individual is 
self-destructive, socio- or psycopathic,and alienated, and drug-use 
occurs because of and is related to all of these personality characteristics, 
3) that opiate-use in some way changes the body, metabolically etc. so 
that the individual needs opiates Other models from other disciplines that 
aitect these medical models are the environmental model, where addiction 
is the result of dysfunctional families, incest, sexual molestation as a 
child, lower socio-economic background, where this background 
predisposes the individual to addiction, and the social ethics model, 
where users belong to groups that have had good moral and behavioural 
restraints taught to them and so are thus easily criminal, and addiction is 
a criminal act. 


Thus in a medical context, a users life is seen as it is mapped onto these 
models. The user’s life or problem is matched up with some version of 
these models. The search for the reason why users use, the examination 
of their background, the behavioural conditioning of users using reward 
and punishment, are all a result of the use of these models. 


Addiction, itself, is seen as a negative phenomenon, one requiring 
intervention. It is never seen positively and you will notice that pleasure 
is not mentioned. No-one states that drugs feel good which is a possible 
reason why users use... We don't examine the reasons why human-beings 
like orgas - we know it is pleasurable. Drug-use feels good which is the 
major reason why it is used Usually though, medicine sees this pleasure 
as a bad thing because those who enjoy it are enjoying it for "wrong" 


reasons. 


However, examining the conceptual framework and the context of all 
opiate use before it was regarded medically, and by examining many of 


the often contradictory statements made about drug-use and addiction, _ 


this negative view of addivction must be challenged. In fact, it now seems 
the only problem with addiction, from the dependant’s point of view, is 
control of the addictive substance. Our construction of drug-use and 
addiction, our prohibition, has created all the problems that we associate 
with “drug abuse”. 


...l would commit a 
debauch of opium. 
This was seldom 
more than once on 
three weeks...and 
the time selected 
was either a 
Tuesday ora 
Saturday night...for 
many years the 
regular nights of 
performance at the 
King's Theatre (or 
Opera House); and 
there it was in those 
times that Grassini 
sang; and her voice 
(the richest of 
contraltos) was 
delightful to me 
beyond ali that I 
had heard... 


Thomas De Quincey 1821 


Julia is... a 
young bride in 
a white dress, 
holding a sheaf 
of roses in one 
hand and in 
the other a 
very small flat 
white satin bag 
containing a 
lace-edged 
hankerchief 
scented with 
Arpege and a 
plastic syringe. 


Anna Kavan 
Julie and the 
Bazooka 


The trouble 1s that for many people using these models, even if they don’t 
know they are using them, they are not using them in an interactive way. 
These models are used rigidly - service providers are seeing all users that 
they come in contact with as being the victims of child-abuse, or as 
victims of their illness. In their day-to-day relations with users this can 
be a problem. User's voices are seldom listened to in any sort of 
treatment. The user is being led towards abstinance and it is known that 
it is the user that must be fought against in this process. Part of the user 
does not wish to give up. Therefore a user's words will not be listened to, 
for it is only their “illness” or a “psychological disturbance” speaking. 
In some descriptions of users, one of the symptoms of use is compulsive 
lying and manipulative behaviour. Therefore a user’s words, if they 
disagree with the service provider, are ignored. It is their “problem” 
speaking. At some future stage, when they give up, they may become a 
human being and their words will be respected just as the service- 
providers words are respected. 


The largest problem between medicine and users is that, for too long, 
medicine and medical personal have served as an arm of government 
policy. It can be said that medical personal have "perjured" themselves 
and their profession to support a government policy. The information 
issued under medical imprinteur has often been erroneous if not untrue. 
Medical personnel have acted as prison warders and taken moral stances. 
The line between medical truth and government propoganda has been 
blurred by medical personal. Along with this blurring has come an 
attitudinal problem which affects the relationship between users and 
service providers to a large degree. 


NON-MEDICAL SERVICE PROVISION 


While we have concentrated on medical services for users, since the mid- 
1980s Australia has other types of agencies involved in user servicing. 
These are usually community groups and organisations involved in HIV/ 
AIDS. They approach drug-users from a different angle, one that is not 
dominated by medical detail. However, these workers still have their 
frame through which they see drug-users and often this frame can be 
every bit as problematic as a medical framework, though it doesn’t 


involve the same sort of powers that are involved in medical agencies. 
Community agencies serve the communtry in general. They are often 
local services. Some are directed at drug-users. Others only see drug- 
users as part of their client group. Generally they do not undertake 
‘serious’ work, like detoxification. 


However workers in the non-medical areas of drug-user servicing also 
have frames they put around users. Because these workers are not 
educated in the same way the dominance of medical models is not so 
profound. Instead the sources of strereotypes comes from a wide range of 
sources: from social and welfare models of the disadvantaged, newspapers, 
textbooks, television programs, friends and from experience.However it 
can have the same effect on service provision as any other negative 
stereotype. For example in a needle-exchange, it 1s always possible to see 
the effects of a change in personnel on theweekly figures; different 
attitudes even in a peer-run needle-exchange can affect the service 
delivered. In community health centres, a community nurse who regards 
users as criminals will affect service delivery to a large degree because 
of her belief in their words and the services she is prepared to deliver. 


In the context of HIV/AIDS education, it is necessary for all service 
providers to be able to communicate effectively with users. A community- 
based agency, whether it is a health centre or an AIDS council, a 
counselling centre or a youth group, are all effective means of reaching 
people. However this effectiveness can be hampered by stereotypes and 
attitudinal barriers. A youth worker who will only educate young people 
who he believes are “at risk” from HIV-AIDS, is placing the lives of all 
his charges at risk because of his stereotypes. He is only telling young 
people who come from broken homes and lower socio-economic groups 
about safe drug-use. Everyone has the right to this information but his 
stereotype of users prevents him giving it to those who might need it. 


It is imperative that these stereotypical ideas and attitudes are changed. 
In order to do this we must all have access to more information, and to use 
our experience. Most importantly, we need a context of drug-use, a new 
frame for drug-use, that will enable us to use this experience and this 
information. 


Sherlock Holmes took 
his bottle from the 
corner of the 
mantelpiece, and his 
hypodermic syringe 
from its neat morocco 
case. With his long, 
white, nervous fingers 
he adjusted the delicate 
needle and rolled back 
his left shirt-cuff. For 
some time hids eyes 
rested thoughtfully 
upon the sinewy 
forearm and wrist, all 
dotted and scarred with 
innumerable puncture 
marks. Finally he thrust 
the sharp point home, 
pressed down the tiny 
piston, and sank back 
into the velvet-lined 
arm-chair with a long 
sigh of satisfaction. 


Arthur Conan-Doyle 
The Sign of Four 
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Chapter Fourteen 


Popular Misconceptions 


Reference is repeatedly made in the literature to the many myths associated with 
drugs. The myths are in fact so numerous and so deeply entrenched in popular 
bebetl. that oan the minds of some they have become fact, or at) least 
meontrovertble belreh This as not to deny the castence of dangers assocuited 
with or ansing out of drug-taking. They have to be identified, understood and 
dealt with appropriately. The trouble is that) there are so) many 
misunderstandings “These are dargely the product of misinformation and 
disinformation and have become the stuff of popular ficton, They are not 
readily dispelled and, while they remain, are impediments to progress. 
The Shafer Commission reported (p 400): 


Popular conceptions and definitions of drugs and drug use, arc, in an important 
sense, the drug problem) The Commission believes that much of the popular 
imagery and concern about the American “drug problem” is unjustificd by the 
facts. The Commission also believes that much of this concer is essentially 
symbole of deeper social and gencrabonal conflict. In pencral, socicty has failed to 
understand the symbolic character of much drug usc, particularly experimental and 
recreabional use among youth, and has failed to understand the symbolic nature of 
Hs Own formal response to drug use. These ancillary social forces have diverted 
attention away from problems of peaumne concen the difficulties associated with 
the Tarpely manonal position of Amencan adolescents on the onc hand and the 


disruptive or dysfunctional use of Icgitimate drugs such as alcohol and barbiturates 
on the other 


For convenience we bring together in this Chapter some of the myths, 
although in most cases fuiler discussion is to be found elsewhere. We conclude 
with a scries of short questions and answers. 


Myth: All or most drug users are addicts, or have a disabling 
dependency. 


There are probably close to one million people in Australia who use one or 
more of the prohibited drugs regularly or from time to time. Over 80 percent of 
these are people whose main or only drug is cannabis. Very few cannabis users 
are dependent to any degree. In relation to heroin, the evidence indicates that in 
more than &0 percent of cases use is casual or recreational and without 
significant consequence. OF those who are dependent, many can function 
salustactonily, socially and at work. The number of people with a disabling 
dependence is relatively very small, only a tiny fraction of the number with a 
senious alcohol dependency 
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Myth: The drug scene is in the hands of a few manipulators and 
entrepreneurs — Mr Big, the mafia, the triads. 


As with other products, there are various levels in the chain of supply. 
There are the importers or, for locally grown crops, the growers and, in relation 
fo some synthetic drugs, the manufacturers, then the wholesalers and the 
retailers, the latter perhaps operating at more than one level. There is in general 
a degice of competition at most levels. The importers may include some large 
organisations, but there are groups and individuals besides. There is not one 
centralised organisation, in the hands of a Mr Big, or of a branch of the mafia 
We quote a passage from the evidence of Dr Stephen Mugford to the PIC 
(pp 677-678): 


First, and the point is not novel from researchers but necds frequent reiteration in 
the face of Counterassentions based upon supposition and sensationalism, the 
images of “Mer Bip’ of COrpanised Crime” and of “the evil dig pusher” are all 
vohciptul, Taking the Mr Dig/Orpanisced Crime part first, apart from meciprent 
racism (these things bemg discases we catch from forcigners in seme more lurid 
accounts), there is no evidence to suggest cither that this level of Organisation is 
necessary or efficient for crime to Nourish. 


Even the stercotype of the major supplier can be misleading. In relation to 
marijuana in the United States, criminologist: Ralph Weiskeil carricd out a 
survey and reported: 


Most prowcrs were active, productive members of their communitics, such as real- 
cstatc agents and engincers. California busts have turncd up tcachcrs and a county 
supervisor. And, of course, it has become a salvation enterprise for many farmers 
who were devastated by the past decade's agricultural criscs. 


Myth: “Drug pushers” seduce people into becoming users. 


There being a heavy and continual demand for the drugs, there is by and 
large no place fora “pusher”. At the lowest level of supply the term “pusher” ts 
not customarily used, at least in’ Australia, He is a bogey-man of the 
imagination. The first use of a drug is likely to be ina domestic or social circle, 
the drug being supplied by a relative, friend or close acquaintance who may or 
may not make a small gain. For many, particularly young people, there will 
initially be a sugpestion or invitation to use as part of a social occasion. School 
pupils are not seduced into drug-taking unless it be by a class-mate or the 
example of one of their elders. 


Myth: The authorities are “winning” the battle against drug imports 
and use. 


Reports of interdiction and of arrests tend to obscure the admitted reality 
that at the most 10 to 1S percent of supplies are intercepted. The rest reaches ihe 
consumers. The fact is that anyone, after a discreet enquiry or two from 
appropriate people, can find someone who will supply the wanted drug. A big 
“bust” can lead to a temporary local shortage. Prices of the drug are raised to 
compensate. Alternatives are proffered. 
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DRUGS POLICY FACT, FICTION AND THE FUTURE 


Myth, One “fix” will turn a person into an addict. 


As we have seen, none of the drugs has physiologically — or 
pharmacologically the power to create a real dependency. Even a “physical 
dependency”, for example, on heroin, cannot occur without a period of heavy, 
sustained use. Dependency, as properly understood, is psychological in nature. tt 
depends on the individual, and the particular situation of the dependant. Some 
drugs are regarded as “addictive” or more addictive than others, because the user 
Is disposed to continue with their use. For this reason, tobacco, especially in the 
form of cigarettes is regarded as more addictive than any of the illegal drugs. 
The mayor difference with drugs dike herom and cocaine is that dependency can 
develop with then much more quickly Even then, it usually takes some time, 


pethaps a year of use 


Myth: Once “hooked”, people cannot give up drugs completely. 


There are degrees of dependence. Many people who are dependent can 
carry on in normal fashion with their work and domestic activities. It is not 
necessarily an incapacitating condition although for a small percentage of users 
it can be. With transference to methadone, most can function in society 
salisfactorily. His not incurable. A number of heavily dependent people, 
estimated to be about 5 percent, recover spontaneously every year. Many can of 
their own decision cease to be dependent. Important factors governing recovery 
include self-esteem and confidence in future prospects as regards work and 
living conditions. A home to go to and the prospect of satisfying employment 
are for many the surest guarantee of recovery. 


Myth AIDS ts confined to the homosexual, drug-using community. 


I happens that, as a class, homosexuals were the first in a developed 
country (the US) to become infected. But the AIDS virus can be spread in all 
sexual intercourse. Mt can readily be transferred in needles and syringes which 
are shared for intravenous injection of drugs such as heroin and amphetamines 
Intravenous injection would be less commonly resorted to if the drugs were 
pure, and known to be pure. The risk of the spread of AIDS through necdle- 
sharing is regarded as high, and is as a result treated very seriously. As the 
practice is largely a product of the black market, relaxing, the policy of 
prohibition would almost certainly reduce it, and save many lives. 


Myth = Prolubitions reduce drug use and drug-related crime 


It has long been evident, and increasingly so, that the prohibition approach 
has not worked) The official response has been to have more prohibitions and 
restrictions and heavier penalties. This intellectually barren solution is promoted 
as one of law and order, which means giving ever more power to those in 
authority. In the US the armed forces have been called out and are serving on 
drug dutics in foreign countries. The drug bureaucracy particularly in the US is 
enormous, One problem we have is whether we wish to go down the same path 
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With Muctuations, drug consumption has increased enormously since the 
prohibitions were introduced, and continues to increase. The prohibitions have 
been responsible for much crimc, which also continues to increase. 


Myth: Drug users are all no-hopers, derelicts. 


A stereotype has been projected of the “typical” drug user as a vagrant, 
possibly on skid row, certainly someone who is demonstrably no good, and 
might as well be locked up. This is wrong in fact, very wrong. 

Most drug: use, as we have scen, is of a casual or recreational nature, and 
users are found tn all classes of society, in all occupations, and at all levels. 
Users come from a complete cross-section of society. But seriously dependeut 
users (who come to official attention) are disproportionatcly represented among 
the poor and homeless, many of them having criminal records going back to 
their youth. 


We invited Dorothy Dix to prepare some questions to which we have attempted 
to provide short answers. 


Q. Is drug dependence (addiction) a discase? 


A. Notin the ordinary medical sense. It is psychological in nature. There may, 
in some cases, be an underlying medical or psychiatric condition. 


How should dependence be described? 


i 


As a condition. It varices in degree. 


Is dependence a physical result of a drug? 


oS le 


No. Dependence is psychological. With some drups such as the opiates 
(opium, morphine, heroin, etc) there is, after heavy use, a physical effect of 
the drug which is called “physical dependence”, but this is terminable by 
ceasing to take the drug. 


Sc 


What ts psychological dependence? 
A. Individual personal factors which govern the person's emotions and 
behaviour and lead the person to go on taking the drug. 


fo) 


Do most users of drugs become dependent? 


A. Most users, probably over 80 percent, are casual, intermittent users and they 
are nol dependent in any meaningful sense. 


O. Cana drup-dependent person recover from the dependent condition? 


a 


Yes. Most do, without help or treatment. 


What is meant by being an addict? 


Sve 


In a strict sense, it means someone who ts dependent to a marked deprec. 
The term is, however, used indiscriminately and should be avoided. 
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DRUGS POLICY: FACT, FICTION AND THE FUTURE 


Is cannabis use very widespread? 

Yes. The extent cannot be known with accuracy, but it was estimated by the 
Parhamentary Joint Committee that there were 226,00) frequent regular 
users in Australia and that 780,000 had used in the twelve months before its 
Report anything, these figures are on the conservative side. 


Is the use and possession of cannabis legal in Australia? 


Yes, except that in Victoria use ts not stipulated as an offence. 


Can it be obtained on a doctor's prescription or be used by a doctor? 
No 


Is cannabis dangerous to health? 


It can't be said to be dangerous, but, depending on size and frequency of 
dose and content of THC, it can in time become harmful to health. Hashish 
is likely to be more harmful than natural marijuana 


Does the use of cannabis lead to the taking of “hard drugs”? 
No. 


Does the use of cannabis produce dependence? 


After sustained heavy use a dependence which is psychological in nature 
may develop 


Is the dependency more or less in degree than occurs with frequent cigaretic 
smoking? 


Less 


Does cannabis have to be imported? 


The plant grows readily in most parts of Australia, but cultivating it is 
illegal. 


How is it used? 


Usually smoked in leaf form (in cigarette paper) as a “joint”, or smoked as 
hashish 


Is heroin use practised by many? 


The numbers cannot be known with any accuracy, but it was estimated in 
1989 by the Parliamentary Joint Committee that there were on any one day 
3360 frequent regular users in Australia, and that 33,600 had used in the 
previous twelve months. The first figure may be conservative. (see Robert 
Marks, Chapter 11) 
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POPULAR MISCONCEPTIONS 


Does the use of heroin produce dependence? 


After heavy use for several weeks it may produce a “physical dependence”, 
a psychological dependence may develop some months later. 


Is the heroin which ts available, pure? 


No, usually it ts heavily adulterated. There may be only 10 percest or so of 
the drug in a packet; occasionally there is none at all. 


How is heroin used? 


Under current conditions in Australia, itis nearly always injected 


Why ts it injected? 
To get the fullest and the quickest result (a “rush”) from the heros 


Is injection the only possible method? 


No. Inhaling is the common method where the heroin ts pure and 
inexpensive. 


Is heroin expensive? 


On the black market, the adulterated packet is very expensive, perhaps 
$100-$150 for very little heroin, about enough for about two “shots”. 


Docs heroin make the user violent? 


No. It is an opiate, which produces drowsiness. 


Hlow ts hervin produced? 


It is a synthetic product of opium. 


Is use and possession of heroin illegal in Australia? 
Ys: 


Can it be obtained on a doctor's prescription or used by a doctor? 
No. 


Which dependence is harder to break, that on heroin or that on tobacco mn 
Cigarctics? 


Dependence on tobacco. 


What is the connection of heroin with morphine? 


Morphine is derived naturally from opium. The active ingredient of herom 
is morphine. Roughly, heroin is two and half times as effective. 


How are heroin dependent people treated? 


Usually with methadone maintenance, counselling and group therapy. 
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Cana person dependent on heroin work while receivings treatment? 


Yes, this as the usual situation 


Do many heroin users die from an overdose? 


Something under 250 people in Australia ina year 


Is this because of suicide? 


Partly. Most are accidental, due to the dose supplied iepally being 
unexpectedly strong 


Is heroin as a substance more or less toxic than alcohol? 


Less. 


Is heroin more or less dangerous than alcohol? 


The comparison is difficult to make in the abstract — some scientists have 
expressed the view that alcohol might be the more dangerous. 


What is withdrawal? 


His an unpleasant physical state resulling from ceasing suddenly to take : 
drug on which a physical dependence has developed. 


What is tolerance? 

With many drugs, of which the opiates are an example, the body becomes 
mured to a dose, and more of the drug has to be taken to pet the same 
response. If dosage ts not increased, the clfects are less. 


What ts methadone? 

It is a synthetic drug sometimes used (by injection) for its own effect, but 
more commonly used as a substitute for heroin, or morphine in treatment 
for dependence on those drugs. This is when it is said to be used in 
“methadone maintenance” 


Is ita drug? 
Yes, itis a narcotic which is Jependence-producing, and has a cross- 
tolerance with heroin. 


How does it help? 


A patient can readily move from heroin to methadone because of the cross- 
tolerance between them: a dose of the latter need only be taken once daily 
and as taken orally. It “blocks” the effects of heroin should it be taken 
subsequently Ultimate withdrawal Symptoms may be Jess severe than those 
of beroim 
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POPULAR MISCONCEPTIONS 


Is the use of cocaine widespread in Australia? 


The PIC estimated 6640 frequent regular users in Australia and 84,500 as 
having used in the previous 12 months. 


How is it produced? 


It is derived chemically from the coca plant, grown mostly in Peru, Bolivia 
and Colombia. 


How is it administered? 


Usually by “snorting” the crystals through a tube into the nose. It can be 
dissolved and injected. 


What effect does it have? 
Wis a stimulant, usually producing an increased awareness and sense of 
physical well-being, and enhanced energy. 


Is it likely to produce dependence? 


Yes, it can lead to a strong degree of psychological dependence, but not the 
ordinary physical dependence, such as the opiates have. 


Does it lead to violence? 


It can on occasion lead to a particular user becoming mildly appressive. 


Is it worse in this connection than alcohol? 


No, alcohol is much more productive of agyression. 


What relationship does cocaine have to crack? 


Crack is smokeable cocaine. It is cocaine base, in the sense that it is 
chemically the same as the plant product before it is treated to produce 
cocaine (which is acid). It is usually made from cocaine by mixing the 
cocaine with an alkali, and producing small crystal-like cubes which 
“crack”. 


How does the strength of crack compare with that of cocaine? 


Crack is stronger, weight for weight. 


Is it cheaper? 
ess 


Is it casier to use? 


Yes, it can be smoked. 


Is much crack uscd in Australia? 


So far as is known, hardly any. 
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DRUGS Potticy. FACT, PICHON AND THE FUTURI 


What is “speed”? 


Methamphetamine 


What form does it take? 


Tablets or powder 


How is it produced? 


Chemically, ina laboratory. 


What effect does itt have? 


It is a stimulant much like cocaine in its effects; in particular it gives a 
heightened fecling of energy and competence. Tt can produce 


APPICSSIVENESS 


Is it much used in Australia? 


Yes, there are estimated to be 90,000- 100,000 amphetamine users. (A preat 
number of people use more than one drug). 


Are there psychoactive drugs in common use which are not subject to 
prohibitions like those affecting cannabis and heroin? 


Yes. Alcohol, tobacco, caffeine. There are also a number of pharmaccutical 
(prescription) drugs, such as Valium and Rohypnol. 


Which of all the drugs are regarded as posing the greatest health and social 
problems in Australia? 


Alcobol and tobacco. 


Are they both capable of producing dependence? 


Yes, and do so on a large scale. 


If dependence ts produced with these drugs are there withdrawal symptoms 
on ceasing to use them? 

Yes. Withdrawal symptoms are also associated with many (legal) 
prescription drugs after a lengthy period of use. There can be caffeine 
withdrawal symptoms. 


How old is the ordinary user of ilicit drugs? 


A few start at about 14. The great majority at any one time are aped 18-35. 
There are relatively few aged over 40, except that cannabis use is quite 
olten continued after that age 


How successful are the authorities in intercepting supplies of prohibited 
rugs? 


They say they intercept, roughly speaking, about 10-15 percent. The PIC 
thought they were slightly more successful 
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POPULAR MISCONCEPTIONS 


How could-you pet a controlled market? 


Only by government licensing of the various Stages. 


How is AIDS related to drugs policy? 


Mainly because of the practice of injecting some drugs and sharing necdles. 
This way of passing on the infection is a major cause of concern to AIDS 
authorities. 


How can the transmission be blocked? 


It cannot be blocked, but authorities in some countries, including Australia 
are encouraging the use of fresh needles, and are supplying them or 
facilitating their sale. 


Do many users take advantage of the needle supply arrangements? 


Yes, but a fear of police detection remains and is an inhibiting factor. 


What else can be done? 


If heroin and other injected drugs were pure, users would be much Icss 
likely to inject. Purity can only come from a controlled market. 


Does the risk of the spread of AIDS extend beyond the homosexual 
community? 


Yes. In some communities, notably in sub-Saharan Africa, the spread is 
mainly by heterosexual intercourse. It is nota homosexual disease, but is 
probably transmitted more readily in anal intercourse. 


Are there other diseases which can spread with the sharing of needles? 


Yes. Hepatitis B is a severe disease and it spreads much more easily than 


AIDS. 
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Mad, bad and dangerous to know: dimensions and 
measurement of attitudes toward injecting drug users 


Michael W. Ross? and Shane Darke? 


‘National Centre in HIV Soctal Research, University of New South Wales, $45 Crown Street, Surry Hills NSW 2010, and 
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Attitudes toward injecting drug users were assessed using a 53-item questionnaire which was administered to 143 workers 
at a drug and alcohol research unit and an AIDS treatment facility. Factor analysis revealed three interpretable dimensions: 
intravenous drug use as a matter of both public concern and personal inadequacy; intravenous drug users as criminals who 
should be remove, from society; and social avoidance of, and personal distaste for, intravenous drug users. The scale and 
subscales had good test-retest reliability and internal consistency. Its potential use as a measure of attitudes toward injecting 
drug users for both treatment research and AIDS research is discussed. 


Key words: drug use; injection; attitudes 5 marmayen Ous ; H}V- AIDS 


Introduction 


The issue of attitudes toward intravenous (or 
injecting) drug-users (IDUs) has recently in- 
creased in importance. One of the major reasons 
for this increased attention has been the grow- 
ing attention being paid to Human Immunodefi- 
ciency Virus (HIV) infection. The spread of HIV 
has focussed attention on the behaviour and 
treatment of previously stigmatised minority 
groups, such as homosexually active men and 
IDUs. This focus has included concentration on 
the treatment received by those individuals who 
are infected with HIV, or are at high risk of in- 
fection, where negative attitudes may lead to in- 
adequate treatment or discrimination (Herek 
and Glunt, 1988). 

The second major reason why attitudes 
towards IDUS are gaining attention has been 
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Social Research, University of New South Wales, 345 
Crown Street, Surry Hills NSW 2010, Australia. 


toe eee 


the recent shift in drug treatment emphasis 
from the client to service provision variables 
(e.g. Ball, 1989; Ball and Corty, 1988; Ball and 
Ross, 1991; Joe et al., 1991; Nurco et al., 1988). 
The argument these authors present is that 
studies of treatment efficacy have traditionally 
focussed exclusively on client characteristics 
and behaviour. This focus, however, excludes 
potentially important process variables, such as 
staff attitudes, which may substantially in- 
fluence treatment provision and outcome (e.g. 
Nurco et al., 1988). For example, Glanz (1986), 
in a random sample of British general practi- 
tioners, found that most general practitioners 
found opioid users especially difficult to 
manage, beyond their competence to treat, and 
less acceptable as patients than others in need of 
care. In a smaller study of British general prac- 
titioners, Abed and Neira-Munoz (1990) 
reported that general practitioners believed that 
drug users were unreliable patients, that their 
problems were of their own making, and that 
drug dependence was not a medical problem. 
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While it is thus clear that health practitioners 
do hold views about drug dependence and treat- 
ment, the dimensionality of such attitudes and 
beliefs are poorly understood. The absence of 
detailed research on the nature and structure of 
attitudes towards IDU, and of a scale to mea- 
sure such attitudes, makes it difficult to carry 
out research into the effects of attitudinal 
variables on service provision. 

The development of a scale with good 
psychometric properties that can be used to 
measure attitudes to injecting drug users would 
be of, major benefit in evaluating treatment ef- 
ficacy. In accordance with this, the aims of the 
current study were: (i) to determine the dimen- 
sional structure of attitudes toward [DUs, and 
(ii) on the basis of this. structure, to develop an 
instrument, with good psychometric properties, 
which could be used to measure attitudes to in- 
jecting drug users. 


Method 


Sample 

The sample consisted of 143 respondents. The 
majority (102) were recruited from a drug and 
alcohol research facility, with the remainder be- 
ing recruited from the staff at an AIDS treat- 
ment facility. Gender breakdown was 28.8% 
male and 71.2% female. Mean age (+ S.D.) was 
25.5 + 8.6 for males, and 24.2 + 7.7 for 
females. The respondents at the AIDS treat- 
ment centre were significantly older than those 
at the drug and alcohol research facility (30.8 + 
9.1 vs. 24.3 + 7.8). 


Questionnaire 

Items which appeared to tap attitudes and 
beliefs about IDUs were generated by the 
authors, with some items being modified from 
Herek’s (1984) homophobia scale. The resulting 
instrument, the Attitudes toward Injecting 
Drug users Scale (AIDUS) was pilot tested with 
five colleagues who worked in the alcohol and 
drug area for sense, and scoring was on a five- 
point Likert scale (with the points labelled 
Strongly Agree, Agree, Unsure, Disagree and 
Strongly Disagree. Scores could thus range 


from 0 to 200. Instructions were as follows: 
‘This is a questionnaire on people’s attitudes 
towards intravenous drug users. Please answer 
truthfully as to how you feel about each state- 
ment. There are no right or wrong answers. 
Please circle one alternative for each item.’ 
The questionnaire was anonymous, and was 
distnbuted to staff by the researchers with the 
instruction to return the completed question- 
naires to the researcher’s pigeonholes when 
completed. Completion rate exceeded 90% for 
both samples. 

In order to ascertain the test-retest reliability 
of the AIDUS, 22 respondents from the drug 
and alcohol research facility were retested 3 
days after the initial interview. The mean age of 
these respondents was 30.7 + 4.9, range 25-45 
and 17 were female. 


Analysis 

The 53 items of the AIDUS were subjected to 
factor analysis (maximum likelihood extraction, 
followed by oblique rotation). Subject to item 
ratio was 2.7:1. Initially, 12 factors with eigen- 
values > 1 accounting for 68.1% of variance 
were extracted, but examination of the factor 


‘ pattern matrices rotating lesser numbers of fac- 


tors suggested that the three factor solution was 
the most interpretable. Re-rotation with extrac- 
tion of three factors was then carried out. 

Pearson product-moment correlation coeffi- 
cients were calculated between the total AIDUS 
score at the two interviews and also on the 
subscales indicated by the factors which emerg- 
ed from the re-rotation. Cronbach’s alpha coeffi- 
cients were also calculated. 


Results 


The re-rotation with three factors accounted 
for 40.1% of obtained variance. Three of the 
items failed to load above Kaiser’s criterion (fac- 
tor loadings > 0.3) and are not included in the 
obtained factor structure in Table I. The solu- 
tion was a relatively correlated one, with Factor 
1 correlating with Factor 2, 0.21 and Factor 3, 
0.54: Factor 2 correlated with Factor 3, 0.23. 
The three factors obtained were labelled as 


Table I. Factor structure of attitudes toward injecting drug users scale. 


Variable Loading 
Factor 1: Intravenous drug use as a matler of publtc concern and personal inadequacy 
Intravenous drug users should be allowed to inject in private -0.76 
Laws regulating intravenous drug use should be loosened -0.71 
It is none of my business if people want to inject drugs -0.69 
Intravenous drug use ts simply a different kind of life-style that should not be condemned - 0.66 
Intravenous drug use is just plain wrong 0.64 
If intravenous drug use was legal, it would not be a problem -0.63 
Laws against intravenous drug users are necessary to keep down the number of intravenous drug users in the 
population 0.61 
Intravenous drug use is not a problem, but what society makes of it is a problem -0.59 
Intravenous drug use should be stamped out 0.56 
Giving needles to intravenous drug users is wrong because it just encourages them to inject 0.52 
Intravenous drug use is a threat to our society 0.52 
Chemists should not be allowed to sell needles to intravenous drug users . 0.51 
Intravenous drug use is a sin 0.49 
AIDS shows that intravenous drug use is wrong 0.49 
Some well known people in this country have probably been intravenous drug users - 0.48 
Intravenous drug users should not be allowed to be teachers 0.48 
A person’s intravenous drug use should not be a cause for job discrimination -0.46 
Intravenous drug use is detrimental to society because it breaks down the will to work 0.46 
Society cannot afford to tolerate intravenous drug use 0.42 
Intravenous drug users should be required to undergo psychiatric treatment 0.40 
If I learned my child was an intravenous drug user I would suggest they seek psychiatric help 0.38 
Intravenous drug users should be allowed to teach children 0.36 
Intravenous drug users should be allowed to inject in public -0.34 
Places that cater for intravenous drug users should be kept away from residential places 0.33 
Intravenous drug users are sick 0.32 
4 (30.6% of variance) 
Factor 2: Intravenous drug users as criminals who should be removed from society 
Intravenous drug users are criminals by nature 0.65 
Ajj intravenous drug users should be put in gaol 0.56 
Intravenous drug users are not capable of changing 0.55 
Intravenous drug users are mindless pleasure seekers 0.54 
Lf a person craves intravenous drugs they should overcome this by sheer willpower 0.50 
It is a waste of time trying to help intravenous drug users 0.48 
Intravenous drug use is a natural way of obtaining pleasure in human beings 0.42 
Everyone is tempted to use intravenous drugs 0.35 
Intravenous drug use shows a lack of discipline 0.31 
Many intravenous drug users are good people - 0.30 
(5.6% of variance) 
Factor $: Social avoidance of, and personal distaste for, intravenous drug users 
I would not like to have an intravenous drug user living near me 0.85 
I would like to have intravenous drug user friends -0.85 
I would not like to have intravenous drug user friends 0.78 
Intravenous drug users are not people you can trust 0.56 
I would be nervous if an intravenous drug user sat next to me on a bus 0.53 
If someone close to me told me they were using intravenous drugs it would distress me greatly 0.51 
Intravenous drug use is degrading 0.47 
Intravenous drug users are a public menace 0.44 
All intravenous drug users are psychologically ill 0.44 
Intravenous drug users just try to make themselves feel better at other people’s expense 0.42 
I would not change my feelings toward a friend if I learned that they were an intravenous drug user -0.41 
Intravenous drug users are irresponsible 0.41 
I would not be too upset if [ learned my child was an intravenous drug user - 0.40 
Intravenous drug users should not be allowed to hold responsible positions 0.39 
I think intravenous drug users are disgusting 0.37 


(3.9% of variance) 


p 


follows: Factor 1, ‘IDU as a matter of public con- 
cern and an index of personal inadequacy’; Fac- 
tor 2, ‘IDUs as criminals who should be removed 
from society’; Factor 3 ‘Social avoidance of, and 
distaste for, IDUs’. All three factors were 
bipolar. 

The obtained test-retest reliability coefficient 
for the total scale was 0.97. The obtained coeffi- 
cients were: Factor 1, 0.97; Factor 2, 0.82; Fac- 
tor 3, 0.96. All correlations were significant (P 
< 0.005) and were in the strong range, in- 
dicating that the scale, and the component 
subscales, have excellent test-retest relaibility. 
Alpha coefficients for the three subscales were, 
respectively, 0.47, 0.70 and 0.72. 


Discussion 


These data confirm not only that there are 
several dimensions of response to IDUs, and 
that these dimensions have construct validity in 
the sense that the dimensions are interpretable, 
but that these may form the basis for a 
psychometric instrument. The factors obtained 
suggest that at least three dimensions make up 
attitudes toward, and beliefs about, IDUs. The 
first dimension is one of seeing injecting drug 
use as a matter of public concern (as opposed to 
private choice) and seeing it as an indication of 
personal inadequacy or psychopathology. The 
second dimension is a more rigid rejection of 
IDUs as criminals who should be removed from 
society, and the third dimension reflects a social 
and affective rejection of IDUs as people one 
would want to have no contact with. These three 
dimensions may be popularly characterised as 
seeing IDUs as, respectively, mad, bad, and 
dangerous to know. The extremely high test- 
retest reliability shows the scale and its three 
subscales provide a reliable measure of these 
factors, although the moderate alpha coefficient 
for the first factor suggests that a less conser- 
vative rotation strategy might split this into two 
factors. 

This scale of 50 items appears to provide an in- 
strument to measure responses of people, both 
health professionals and the general public, to 
IDUs and as such presents an opportunity to in- 
vestigate the concomitants of such responses. 
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From the perspective of drug studies, it makes 
possible the measurement of the health care pro- 
vider’s contribution to the variance of treatment 
outcome. From the perspective of HIV studies it 
also makes possible measurement of the interac- 
tion between patient and health care provider, 
and evaluation of interventions to reduce 
negative attitudes and beliefs about particular 
patient groups. The fact that the AIDUS is self- 
administered, and takes approximately 10 min 
to complete, indicates the scale to be a quick, ef- 
ficient means of measuring such attitudes. 

In summary, these data suggest that attitudes 
toward and beliefs about, injecting drug users 
can be characterised by at least three inter- 
pretable dimensions, and that these dimensions 
provide a useful psychometric index for their 
measurement. 
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A SHORT DEMOGRAPHY 
OF AUSTRALIAN USERS 


We must always interpret research data given to us. 


There is a problem with much data on drug-users. Firstly it is impossible 
to get a broad random sample. We can only get certain types of users. 
Some researchers will offer $20 an interview and therefore will only get 
users who need money. Some are done through treatment centres or 
needle exchanges, but only get people who are in treatment or who go to 
Needle Exchanges. Those attending clinics for treatment obviously have 
a problematic relationship with drugs. If you go to the divorce courts for 
information on marnage you will get a sample which states that marriage 
is an unsuccessful institution. This methodological problem has always 
affected research results on users and it is by no means solved. 


However we are beginning to get a broader range of data now because of 
new access to users. We have needle-exchanges, peer-user groups, research 
organisations routinely use users as interviewers and to help structure and 
formulate the interviews. we are getting better access and are asking 
better questions. 


Secondly, the context in which most research is done, is often a problem. 
Too often researchers approach the matter with pre-conceived ideas 
which can often mean their questions are meaningless to users or simply 
get the answer they want. For example, the ANAIDUS study approaches 
the matter of intoxication like this: being stoned means you are intoxicated, 
being intoxicated means you forget things, that you are sloppy, incompetant 
etc, therefore users who are intoxicated and must have trouble remembering 
condoms in intoxicated sex. A lot of money has been put into campaigns. 
to remind users when they are intoxicated to wear condoms in sex. 
However dependent users are intoxicated all the time. Opiates in normal 
amounts cannot be shown to affect driving at all. What exactly are we 
talking about when we use the word intoxicattion. A researchers bias 
becomes a fact which involves expenditure and another concept about 
users in everyone's mind. 


We are beginning to combat this bias by a very simple expedient. Users 
now are becoming involved in the formulation of research issues and the 


protocols of specitic projects. For the first time projects examine the 
reality ot user's lives in a way which is meaningful to them and to those 
who deal with them. We have also, most importantly, had a change in 
government policy which has affectyed the whole way in which current 
research 1s directed. 


We can now bevyin to see what users are, from a research perspective, and 
this has involved some fundamental changes in the way we see users from 
the way we once saw them. 


We now know that only about 20% of users ever come in contact with a 
treatment service or treatment professional. 80% of users never have an 
official drug-problem. This distinction 1s reflected in attitudes. Research 
into the characteristics of inner city users in Sydney shows that 37% of 
users have not and would not contact professional services. 32% of users 
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would withdraw by themselves it they were wanted to reduce or withdraw 
trom an opiate dependence. This is an important tact. This independence 
of the majonty of users from professional networks must inevitably alter 
the way we approach users and the way we see users who do approach us. 


Most users have functional support networks of fmends and family. They 
are not isolated, dystunctional individuals rather they are independ 
individuals with a functional social network.They can become 
dysfunctional but this dysfunctionality is normally due to a change in 
other things in their life, rather than be due to their drug-use. 


Given what we know of the economic world that users necessarily 
inhabit. we get a picture of a competant, socially-expert user. We also 
know that there is very little difference between dependent, self-idenufying 
addicts and the so-called recreational user, except frequency of dose. 
Serveral research projects have only been able to locate minor differences 
between the two groups. There are no statistical differences between 
gender, labour force status, level of education etc. Recreational users 
however are often younger that dependent users. Dependent users had 
more contact with doctors on a drug-related basis and more contact with 
the judicial system. The families of addicted users were also more likely 
to know of their use. 


Most users started using in their late adolescence. The average age 
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according to Australian research is around 19 years. Users seem to range 
in a typical graphed bell-curve about their mid-twenties. tapering off at 
around 35-40. Most users using life-span then is around ten to 15 years. 
This is the natural history of injecting drug use. Some overseas data leads 
us to believe that useres are getting older. but this is not reflected in 
Australia. Therefore most users begin using, become dependent, and 
cease using without clinical intervention over a period of about 10-15 
years between 19 and 35. 


With regard to employment, we have widely varying results. Comparisons 
between users who have had drug-treatment with those who have never 
had treatment, suggests that about a third of so-called functional users are 
employed. Those who have had treatment are only about 20% employed. 
We can see from many studies that between a quarter and a third ot users 
are employed. Given the problems involved in being a dependent user and 
being in employment, this figure is quite high. We can also assume 
because of the problems contacting employed users, that the actual figure 
is higher. We also know that about 30% afford their heroin by some 
participation in the drug-economy, usually by a percentage system with 


payment in heroin. Many users are on benetits and in this context it is 
interesting to note that if they did contact a professional it would probably 


be a welfare worker. 


Education level can be surpnsing. Even in inner-city Sydney, 10% of 
users have finished tertiary education. In an ACT survey, the users 
contacted were notably better educated than the police. Half the users had 
completed some high school. While we need to be aware of educational 
attainment in our dealings with users, particularly in the area of safe-using 
education, we can assume most users are literate with 20% of them having 
either completed tertiary or having completed some tertiary education. 


These figures are all generalisations and there are individuals who use 


Labour Force Status 


FULL-TIMS 


PART-TIME 


CASUAL 


STUDENT 


UNEMPLOYED 


BENEFITS/PENSION 


OTHER 


Oe 10% 20% 30% 40% 60% 60% 
Note: n=2463 


who are totally different from any of these projections: the 65 year old 
user, the housewife opiate dependent, the street-kid... These demographic 
generalisations are useful but it must be remembered that people are not 
Statistics and this community is a heterogenous community. The 
importasnce of this information is thast rather than linking users up into 
a readily identifiable group with distinct characteristics, we find that 
users are less distinct than we would imagine. Rather than see injecting 
drug-users as a distinct sub-group, it is more useful to see them as normal 
people who inject drugs. 


ONGOING RESEARCH 


We are aware that the Australian methods of HIV/AIDS education have 
been very successful. There are a number of studies that are designed to 
show drug-using behaviours and the changes that have taken place in 
using behaviours over the last years. The ANAIDUS (Australian National 
AIDS and Injecting Drug Use Study) has been our most comprehensive 
study. While it is limited in some areas and its preconceptions are 
problematic, its data still is widely used and it has produced two yearly 
summaries. In addition to the ANAIDUS studies which are based in 
Melbourne, Sydney, Perth and Brisbane, there are manyt other current 
state-based research projects. One of the best is Dr Nick Crofts’s Cohort 
Study, where a cohort of users is being reinterviewed every 6 months. . 
It is interesting to note that this project was designed with user support and 
work. For the first time in Australia, the questions Are truly relevant. 
Instead of having an image of users and asking questions about the image, 
the survey asks questions about actual user life. It is ialso being conducted 
by user interviewers and contract workers. Its access to both urban and 
rural users is unparallelled and the data it is producing and will produce 
will be of great value. 
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12.0 CONCLUSIONS 


nese data are based on self-report. Self-report data from IDUs which has been collected 
Dy interviewers independent of treatment centres is generally considered accurate. 


While discussion of these data appears at relevant points throughout the text, by way of 
Summary a number of general conclusions and recommendations can be made. 


1. The prevalence of HIV-1 in IDUs in the cities studied is by comparison to some 
western cities relatively low. It appears to be highest in Sydney. 


2. The IDUs sampled use a number of drugs and engage in companitively heavy and 
consistent drug use. 


3. Asignificant proportion of those sampled have been in prison, particularly among the 
men. 


4. The majority of IDUs are unemployed, and dependent on pensions or benefits. 


5S. There are broad similarities across the four cities in patterns of drug use and risk 
behaviours. 


6. There is significant use of new injecting equipment, which is usually obtained from 
needie and syringe exchanges or retail pharmacies. 


7. Where used equipment is re-used, its re-use appears to be generally confined to one 
ortwo close friends/primary lovers. Reasons for re-use relate to availability conditions 
at the time of injecting and the degree of craving at that time. 


8. Where equipment was reused, cleaning of equipment was very common. However, 
appropriateness of cleaning methods varied considerably. More attention may need 
to be given to the availability of bleach and provision of further information on 
appropriate cleaning methods. 


9. While there was some condom use for risky sexual behaviours, the majority of sexual 
activities which could transmit HIV were still unprotected. Homosexual men had 
changed their behaviour more than heterosexual men and women. 


10. The knowledge of what constituted risk for HIV infection was good among IDUs. 


11.Many IDUs reported that they had changed their behaviour in response to the threat 
of HIV/AIDS. Most common changes were reduction in sharing and partner numbers 
for injecting drug use, and where reduction in sexual behaviour did occur this was 
reduction in sexual partners and increase in condom use. Behaviour change for sex 
was less common than for drugs. 


12. There appears to be considerable mobility among IDUs, and ineffective programmes 
in One area will have an impact nationally. Any measures to control HIV infection In 
this population will need to be applied Australia-wide. 


13.Measures to improve needle and syringe availability which were suggested by 
respondents included locating needle exchanges in after-hours chemists and regular 
chemists. Wide access in terms of time of day, location and privacy in obtaining 
needles and syringes is required. 
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14.Safe disposal of used needles and syringes would be enhanced if they were 
consistently sold in plastic disposal containers. Most IDUs were concerned that safe 
disposal of used needles and syringes should occur. 


These data suggest that measures to date have proved effective in keeping the level of 
infection comparitively low, and that continued measures to prevent HIV infection among 
IDUs are needed. 


12.1 Dissemination of Findings 


It has been the policy of ANAIDUS to widely disseminate data from this study as they 
become available. At the time this report was published, results had been presented at four 
international and a large number of national and state conferences. Because of the 
richness and complexity of the data, a number of scientific papers which concentrate on 
particular aspects of the data are either published, in press or in draft form and are listed 
below (as at September 30, 1991). 


The prime focus of the ANAIDUS research is to provide baseline data, inform policy and 
provide information of use to those who are planning and implementing interventions to 
prevent the spread of HIV, as well as to those who are involved in the provision of services 
to IDUs. 


_ We have in all arms of the study maintained close contact with user advocacy groups, 
service providers, and state health authorities. This contact has included as a matter of 
course consultation and provision of data and advice (and in particular regular provision of 
data updates and reports of progress to community groups and service providers), and this 
will continue to be an integral part of the study. 


12.1.1 Sydney: 


Ross MW, Gold J, Wodak AD & Miller ME. (1991) 
Sexually transmissible ee in injecting drug users. 


Ross MW, Chapman S, Wodak A, Miller ME & Gold J. (1991) 
Media sources of HIV/AIDS information in injecting drug users. 
16:in press. 


Ross MW, Wodak A & Gold J. (1991) 
Sexual behaviour in injecting drug users. 
4:in press. 


Wodak A, Shaw JM, Gaughwin MD, Ross MW, Miller M & Gold J. (1991) 
Behind bars: HIV risk- -taking behaviour of Sydney male drug injectors 

while in prison. 

In: Norberry J, Gaughwin M, & Gerull, S.A. (eds) HIV/AIDS and Prisons. 
Canberra: Australian Institute of Criminology Conference Proceedings 4:239-44. 


Ross MW, Wodak A, Gold J & Miller ME. (1992) witg tt) 
Differences across sexual orientation on HIV risk behaviours in injecting drug users. 
3:in press. 
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13.0 COMMENTARY AND CONCLUSIONS 


Whether AIDS becomes the epidemic that Australia cannot avoid will probably depend 
more on the effectiveness of efforts to control the spread of HIV among injecting drug users 
(IDUs) than among gay men. Control of HIV among IDUs has been very effective in 
Australia to date but there are many reasons why control of the epidemic could be lost in 
the future. 


The early experiences of AIDS in Australia 

AIDS should never be under-estimated. The global experience of the past decade 
demonstrates a fnghtening potential for the HIV epidemic to escape from control (Wodak 
& Moss, 1990). When such an event occurs, as |i 1as in sub-Saharan Africa, the adverse 
health, social and economic consequences for communities are enormous. 


In comparison with other developed countries, Australia was very severely affected 
with HIV infection inthe early 1980s. But the speedy adoption and vigorous implementation 
of pragmatic prevention policies and programmes in this country has almost certainly 
contributed to the epidemic taking a less aggressive course than in other comparable 
countnes (Wodak, 1991). This is illustrated by the fact that Australia has been steadily 


dropping down the international league table of AIDS cases (after allowing for differences © 


in population size). In the early 1980s, Australia was ranked third or fourth of OECD 
countnes in terms of AIDS per capita. By the early 1990s, Australia ranked eighth or 
sometimes ninth. 


The explanation for this phenomenon lies in the fact that Australia, unlike almost all 
other developed and now increasing number of developing countries, has so far managed 
to avoid the so-called “second wave’ of the epidemic which involves IDUs. Political leaders, 
their advisers, health officials, community groups and the army of bio-medical and psycho- 
social advisers in Australia have every right to feel immensely proud of this magnificent 
achievement. Although relatively little recognised in the community, the health, social and 
financial savings resulting from the containment of HIV infection among !|DUs have been 
considerable. Slowing the course of the epidemic of HIV in Australia probably represents 
the major public health achievement of the decade in this country. Unfortunately, success 
has become part of the problem: a sense of complacency has replaced the previous state 
of anxious vigilance. 

The consequences of rapid spread of HIV among IDUs 

Why should HIV infection among IDUs be of such particular relevance in Australia or 
other countries? The mean latency period for developing AIDS following HIV infection !s 
between seven and eight years. Consequently, as with other groups at increased nsk, 
infection of a substantial number of IDUs is followed within a few years by increasing 
numbers of IDUs seeking help for complications of HIV including AIDS. There is some 
(conflicting) evidence that |DUs may even develop complications sooner than others, 
particularly if they continue to inject illicit drugs. IDUs with complications of HIV may also 
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require more resources than other risk groups as they usually do not have strong social 
support networks to fall back on at times of severe hardship. In countnes where substantial 
proportions of IDUs have become infected with HIV, the majority of infected children have 
drug injecting parents and the majority of infections in non-drug using heterosexuals can 
be traced to sexual contact with IDUs. There is little doubt that in most western countries, 
including Australia, |DUs rather than bisexual men are the most likely conduit for HIV 
spreading among the general community of non-drug using heterosexuals. The explana- 
tion for this conclusion is that IDUs are predominantly males with non-drug using females 
sexual partners: homosexual/bisexual men generally have fewer sexual contacts with 
women than male IDUs. 


From a public health point of view, a less than optimally controlled epidemic of HIV 
among |DUs is a matter of utmost concern. This must not be used as an excuse to condemn 
the value of individual members of any of the groups at particular risk of HIV infection. But 
from a public health view point, the distinction between degree of risk of a population sub- 
group on the one hand, and the extent to which population sub-groups account differentially 
for proportions of the national AIDS case load on the other hand, is all important. This point 
may be made clearer by considering the example of homosexual/bisexual males who are 
likely to continue for at least the next decade in Australia to both be at greater risk of infection 
than members of other groups and also to comprise the largest proportion of national AIDS 
cases. However, if HIV infection becomes established among even a fairly small proportion 
of heterosexuals, the large pool size of heterosexuals could result in this group's rapidly 
accounting for the largest number of AIDS cases despite the low degree of risk that 
individual heterosexuals would continue to face from unprotected sexual contact. Froma 
population perspective, substantial spread of infection among IDUs, with the likelihood of 
subsequent rapid spread of infection to non-drug using heterosexuals , is a position to be 
feared. 


Epidemiological caveats 

Considerable comfort can be drawn from the apparently slowed course of the epidemic 
in Australia. There is reasonable evidence to also suggest that risk taking behaviour among 
homosexual/bisexual males in high prevalence areas has declined. But little is known 
about the extent to which behaviour change has occurred, if at all, among homosexual/ 
bisexual men in low prevalence areas. Moreover, lower risk behaviour may be achieved 
but not sustained. The frequency and extent of relapse has not been determined precisely. 
These factors are also germane to consideration of HIV risk taking behaviour among |DUs. 
The possibility of rapid spread of HIV from homosexual/bisexual men to IDUs in Australia 
is also increased by geographical factors. The national epicentre of the HIV epidemic in 
Australia is located in the eastern and inner city areas of Sydney which accommodates the 
largest national concentration of both homosexual/bisexual men and |IDUs. Thus continu- 
ing spread of HIV among homosexual/bisexual malesis likely sooner orlaterto be reflected 
among IDUs (Crofts & Hay, 1991). 


The apparent decline in the rate of new cases of AIDS in Australia has been attributed 
mainly to reduced risk taking behaviour among homosexual/bisexual men. The introduc- 
tion of the anti-viral zidovudine (AZT) has probably also contributed. This drug has delayed 
the progression to AIDS of individuals infected with HIV. Like many other health statistics, 
the accuracy of national AIDS data is uncertain and could possibly have changed over the 
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urse of the epidemic. Relatively optimistic interpretations of the course of the epidemic 
| Australia are to some extent also challenged by computer modelling studies of the 
idemic carried out overseas (Blower, 1991). These computer models are based on “best 
Jess” estimates of cntical but unmeasured or unmeasurable factors. Some computer 
odelling studies raise the possibility that the apparent slowing of the epidemic could also 
explained by saturation infection of those most at risk in the early phase followed by slow 
ffusion of spread as lower nsk populations become infected. In some models, apparent 
ere of the epidemic has even been projected in the absence of behaviour change. 


Authonties in some countries have derived satisfaction from the fact that seropreva- 
a of HIV among |DUs, as measured in repeated cross-sectional surveys, appears to 
ave stabilised. This finding has been supported by a decrease in the incidence of other 
ood borne infections such as hepatitis B. However, a number of studies in countries 
ie seroprevalence appears to have stabilised, have now reported that seroincidence 
els have halved but are still around 5% per annum. While any decrease in the spread 

HIV infection in this or other populations is to be welcomed, this suggests that a 
turbingly high level of infection is continuing in these countries despite the appearance 
stabilisation of infection from cross sectional surveys. 


A large number of studies among IDUs of blood borne infections by similar mecha- 
sms to HIV have been reported from around the word. These indicate that about 60-80% 
,IDUs in most countries including Australia (Bell et a/, 1990) have been exposed to 
Peatitis B and C. Itis difficult to understand why a similar pattern will not ultimately develop 
r HIV among IDUs unless major behaviour change occurs rapidly. Whether the rate of 
eo. now being measured in studies of risk behaviour in Australia such as the present 
e will be adequate to prevent the consequences described above is still very much an 


en question. 


Comparison of the demographic characteristics and patterns of high risk behaviour of 
istralian IDUs with that of IDUs in overseas countries of high, intermediate and low 
evalence of infection indicated that Australian IDUs have more commonalities than 
erences with their international counterparts. However, the prevalence of infection 
fers strikingly suggesting that in time the range of prevalence in these populations will 
row. The conclusion that the prevalence of HIV is likely to increase among Australian 
/Us unless major and sustained change in risk behaviour occurs rapidly is supported by 
e alarming spread of HIV infection in IDU populations in a number of countries in the last 
4 years. After many years of apparently stable prevalence of HIV infection in London of 
stween 5 and 10%, a recent study found that 14% of a sample of IDUs were infected with 
i 


It must be acknowledged that this somewhat pessimistic overview has far from gained 
pea acceptance. After almost a decade of constant effort to raise and maintain a high 
el of awareness of the hazards of HIV, battle fatigue is certainly setting in among the 
rdened troops waging the war against HIV. In these difficult times, there are many other 
essing distractions including professional survival. To be told that despite glonous 
ctories, defeat could still be at hand after all that has been undeniably achieved in 
stralia, must also seem churlish. After all, Australia is now belatedly receiving 
poled for the courageous decisions made at a time when there was so little existing 
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evidence to justify what were then very controversial policies. Is it possible that there are 
still more urgent tasks waiting? And howwiil funding for these prevention activities be found 
when there are ever increasing calls on ever diminishing resources to meet the needs of 
the ever growing Clinical caseload? 


Predicting the course of the epidemic 

The future course of the HIV epidemic depends upon a number of factors. These 
include the duration of infection within sub-populations, the degree of mixing of populations 
exposed to different degrees of risk and vanable prevalences ofinfection, geographical drift 
of risk groups to and from national and interr=* nal epicentres, the prevalence and 
hazardousness of at-risk behaviours and of ©. °s@ the effectiveness of prevention 
strategies and the speed and extent of their implementation. 


There is little doubt that HIV infection reached Australian |DUs much later than many 
other developed countries. Given the proximity of populations of IDUs and homosexual/ 
bisexual males in Sydney and the inevitability of joint membership of both risk groups by 
some, it is surprising that the epidemic has not spread faster among |DUs.. But links exist 
as demonstrated by the gradient in prevalence of HIV infection with homosexual male |IDUs 
ten times more likely to be infected than heterosexual IDUs in Sydney with bisexual males 
at intermediate risk (Ross, Wodak, Gold & Miller, 1992). Estimating the size of IDU 
populations is methodologically exceedingly difficult. “Best guess” national estimates 
suggest that there are about 30 000 - 50 000 regular and an additional 60 000 occasional 
IDUs in Australia. Little is known of the extent of mixing of risk groups in Australia. 


Prevention policies and programmes 

Although Australian prevention policies and programmes began early and were also 
relatively vigorously implemented compared to many other countries, data on behaviour 
change among Australian IDUs is limited. Australian IDUs perceive that they have reduced 
their at-risk behaviour in this study but there are as yet no published robust data confirming 
that behaviour change has taken place using repeat measure in the same sample or in 
different samples collected at different periods. (Such data is likely to become available 
later this year.) Nevertheless, on the basis of data collected from a number of countnes 
using a variety of techniques, it is exceedingly likely that the international finding of a 
marked reduction in unsafe injecting practices and slight reduction in unsafe sexual 
behaviour (Des Jarlais & Freidman, 1987) will be replicated in Australian IDUs. Encour- 
aging as this may be, several further questions are raised. After all, high risk behaviour 
must deciline faster than the prevalence of HIV infection is increasing if the epidemic is to 
Stabilise. ls this occurring in Australia? 


Opportunities from strengthening prevention 

When considering the entire range of activities proposed for the prevention of HIV 
among IDUs, the lack of progress in implementation of prevention strategies in prisons in 
Australia stands out in stark relief. Over half the prison population in Australia, about 14000 
at any time, are I|OUs. The average duration of imprisonment is about four months. 
Approximately three quarters can be expected to inject while in prison of whom about three 
quarters will share injection equipment (Wodak, ef a/, 1991). Thus over half of the IDUs 
serving time in prison can be expected to share needles and syringes during their 
incarceration. 
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Following release from prison, there is every likelihood that most IDUs retum to former 


habits and soon resume previous sexual relationships. It is very difficult to estimate 


precisely the degree of public health risk represented by IDUs in prison. While it would 


appear that IDUs engage in risk taking behaviour less frequently inside than outside prison, 
the hazardousness of individual risk taking episodes is almost certainly greater inside than 


outside prison. This poses a real dilemma for policy makers. Attempting to decrease the 


frequency of nsk taking is a more obvious and electorally appealing approach than trying 
to decrease the hazardousness of drug injecting and sexual contacts . Thus policy makers 


| are more inclined to favour controlling the spread of HIV in prisons by attempting to reduce 


"the amount of drug taking inside prison by increasing the chances and penalty of detection. 
However, this may inadvertently increase the likelihood of HIV transmission because the 
_ sharing of fewer items of injecting equipment is likely to increase. 


One of the other major determinants of the future course of the epidemic in Australia, 
as in other developed countries, may well be the extent to which this country can develop 
more flexible approaches to drug policy. A decade ago, recently strengthened policy 


. restricting the availability of needles and syringes consistent with the national policy of 


| 


limiting the supply of illicit drugs was found to be irreconcilable with efforts to stem the 
spread of HIV. To the great credit of senior policy makers, this conflict was quickly resolved 
in favour of control of the HIV epidemic. The critical policy decisions today are similar. 


During the last decade, satellite and aerial surveillance of domestically produced 


_ cannabis has increased the prospect of detection to the extent that this relatively non-toxic 
_ and certainly non-injectable drug is now scarce and expensive. During the same period, 


domestic production of the more toxic and certainly injectable amphetamines has in- 


| creased so that they are now cheap and readily available. While it is impossible to prove 


or disprove the present availability of amphetamines is a direct result of increased policing 
of cannabis, the coincidence is striking. From an AIDS perspective this is highly relevant. 


| Drug policy may well have inadvertently exacerbated the spread of HIV. Adrug policy which 


accorded a paramount priority to preventing the most serious consequence of drug 


injecting - the transmission of HIV- would be based on the consistent application in an 


imperfect word of measures to reduce harm at both the individual and societal levels. 
Specifically, prevention of spread of HIV should not be sacrificed for the promotion of 
abstinence from drugs. 


~— 


Little is known about the factors responsible for drug users choosing to inject rather 
than smoke, snort or swallow their drug of preference. Clearly sub-cultural influences and 
individual preferences are very important. In Australia this study demonstrates that 
injection of heroin is the rule and other modes of administration are the exception. In most 
other developed countries this is also true. However, in Great Britain and the Netherlands, 
smoking of heroin is quite common. Smoking of heroin has become more common in the 
United States quite recently. The recent appearance in New York of heroin onginating from 
South America has caused a rise in the purity and fall in the price of street heroin. These 
factors are more likely to increase the consumption of heroin by methods other than by 
injecting as most |DUs favour injecting as an efficient way of consuming a precious but 
impure commodity. 


Aa yh 


42. 


ns Sydney Fepot 1989 


A more |iberal approach to drug policy offers the hope - but no certainty - that a 
transition to methods of consuming drugs other than by injection might occur. More flexible 
drug policy would also facilitate a much needed expansion and increased attractiveness 
of treatment services for drug users. The stigmatisation of IDUs, which many feel 
complicates efforts to encourage behaviour change, would be lessened by a more liberal 
approach to drug policy. 


Conclusion 


Australia enters the second decade of AIDS well poised to capitalise on the splendid 
efforts of the first decade. Further spread of HIV among and from |IDUs in Australia must 
now be regarded as both imminent and inevitable based on current levels of risk behaviour. 
Although the apparent decline in risk behaviour in IDUs provides much cause for rejoicing 
it must be emphasised that the levels of unsafe behaviour at the start of the epidemic were 
astonishingly high. The consequences of aless than optimally controlled epidemic among 
IDUs are now beyond argument. Whether HIV becomes the epidemic that Australia has 
to have may well depend on efforts to develop a more flexible drug policy. 
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GOVERNMENT POLICY 
& PRACTICES 


HIV/AIDS has changed the way we service drug-users, not only in 
the area of HIV education but now in every encounter any service 
provider will have with an injecting user.This policy which is coming to 
affect all our practices had its orgins in a Commonwealth initiative and 
each state of Australia has now ratified this strategy. 


The Australian Commonwealth and State governments endorse a harm- 
reductive approach to drug-use. This is a substantial change from the old 
policy of abstinance which governed all our practices in our encounters 
with drug-users.This harm-reductive approach has proven to be one of 
the most successful policies in the western world. In the early 1980’s 
Australia was ranked 3rd or 4th of the developed OECD countries in 
terms of AIDS per capita. By the 1990’s, Australia ranked 8th or 9th. We 
have avoided the so-called “second wave” of infection which has involved 
drug users in most other countries. Recent reports and reseach into the 
course of the epidemic have indicated that Australia can be proud of its 
achievement with regard to preventing the spread of HIV in the IDU 
community. However, our major worry is now our complacency and the 
halting of our education efforts for both users and service providers. Our 
success is now a major problem for the future. HIV is still being 
transmitted amongst users. 


Government Policy has been set out in the National HIV/AIDS strategy 
which was published in 1989. This HIV/AIDS policy has formed the 
basis of all changes that have occurred with regard to service provision 
for IDU. The specific reccomendations occur within a framework of the 
government’s social justice policy. This commits us to providing basic 
services equally for all Australians. Services must be successful in 
providing accessible services that are free from prejudice. This does not 
only mean racial prejudice but prejudice towards users, gay people, sex 
workers or solo parents. 


The policy has a firm community base; the Guiding Principles of the 
policy state that “Public Health Objectives will be most effectively 
realised if the co-operation of people with HIV infection and those most 
at risk is maintained”. The Education Strategy recognises that people at 


risk require educational programs specific to their community. General 
community information is not relevant to them,: they need to know more 
or it must be treated in a different way. Further the IDU community has 
been at the focus of much misleading information over the last thirty 
years. Information from health authorities and the medical profession 
was given with government policy in mind not medical knowledge. Users 
are often profoundly suspicious of “official” health information , and 
quite rightly so, because for a long time, this information was not truthful. 
Information was circulated in this community from user to user, based on 
experience. The HIV/AIDS education strategy recognises this fact and 
our practice has been over the last few years for peer users to be involved 
with the production and planning of educational materials and strategies, 
and their distribution and impementation. This policy has been a resounding 
success in the various IDU communities. The whole mechannics of using 
has changed. Ten years ago, no-one used swabs, syringes were routinely 
cleaned by hot tap water, syringes were not disposed of well and were 
routinely re-used. Now many users associate the smell of alcohol swabs 
with using and amongst dependent users each of them has his or her 
disposal cannisters and a supply of fresh needles. 


The primary aspect of the policy that means that every service and every 
service provider in Australia will be affected by it is a strategy known as 
Harm Reduction. It is a distinct difference from all the strategies that have 
been utilised with regard to drug-use in the last years. The policy aims to 
minimise the harm caused by drug -use. The source of this harm is not a 
matter of relevance. For too long many of those servicing users jhave 
acted not on medical or welfare grounds but as agents of government 
policy, making value-judgements and “medical” decisions on these value 
judgements. This led to many abuses and most users have seen the 
underside of this policy; users are the only group of people who can be 
refused service in a hospital casualty department, doctors feel free to 
make decisions which will cause pain and suffering to users without 
telling them, and medical therapies are imposed upon users for their own 
good. 


We know now that opiate drugs are very benign to the body, in fact 
nicotine and caffeine are much more physically damaging than opiates. 
The major problem with addiction is not the physical consequences of 
dependence but the control of the drug. Whoever controls the drug 
controls the user, by our system, and in spite of the fact that many users 


have been self-medicating safely for a decade, we won't even let them 
have a single dose of methadone with which to travel interstate. The 
damage caused by use is largely due to the lifestyle that our prohibition 
torces upon dependent users. In effect harm-minimisation is minimising 
harm caused by our policy of prohibition. 


While the HIV/AIDs strategy places abstinance as the preferred ultimate 
aim, it also recognises that this may not be an appropriate aim at any one 
time with any one client. The policy in effect creates a scale. If a user 
cannot be abstinant then it is better he or she uses clean needles and does 
not share when they do use. It is better that a user uses a clinically pure 
drug than an adulterated street drug. It is better that a user uses a drug that 
is not injected rather than one that is injected. It is better that a user uses 
a legal drug rather than an illegal drug. 


All our services are in some degree affected by this policy. The job of 
service providers is not to make people give up drugs. It is not to work 
with the aim of a drug-free existence in mind for all clients. The aim of 
all service with regard to drug-users is to reduce harm. Therefore to make 
a dysfunctional user a functional user reduces harm, so does careful safe- 
using information for any user. 


The context of this sevice delivery is neutral and if the encounter between 
client and service-provider procedes in a certain direction, it should 
originate in the client. Rather than immediately perceive the client has a 
drug-problem and should stop, the exact nature of the problem, whether 
its financial, exhaustion, accomodation, family pressure, inability to 
control their drug-use, etc. and attempt its remedy, proceeding in steps of 
harm-reduction. 


In addition to this philosophic change, the government policy has called 
into action, more practical enterprises. Given the community-based 
approach, the drug-using communities, which had been out on the very 
rim of our society, had to be contacted. User groups were funded in most 
states and for the first time formal structures of democratic representation 
were developed in those communities. It has not been without its 
problems and the health area has been the interface of two groups, drug- 
users and non-drug-users learninghow to get along in a formal utilitarian 
manner. 


There are peer-based user groups now in most states, and other community 
groups, such as sex-worker groups which have also developed, also 
represent and service users. These groups employ users to operate these 
services. Often their management committees are dominated by users. 
These user groups have a national body, the Australian [V League, to 
which each state has two delegates. 


These groups, both on a local and a national basis, liase and form a focus 
for campaigns concerning IDU. It is now routine to see users forming part 
of ministerial advisory committees, national evaluation committees, and 
management committees of other local community groups. They provide 
a unique perspective and their experience forms a resource that can 
change the direction of strategies and provide information that can mean 
the diference between success and failure as far as users are concerned. 


The strategy involves co-operation with communities affected. This 
means the. [DU community. The user groups are part of and can be 
representative of their community. We are used to regarding gay people 
or aboriginal people as a community. Users however are often regarded 
as sick people and the only community they can have is like a leper 
colony, with dysfunctional users physically gathered together in one 
place for the purpose of treatment or segregation. However users 
necessarily have a community that is extremely close-knit. There are 
varying communities. There isn’t just one community, and most states, 
most cities, and most areas of cities have a particular sub-group. Thus 
users can live, score ands even work in their community. In Melbourne, 
for example, users in the area Fitzroy-Collingwood live and score within 
that area. They seldom go to St Kilda or other suburbs to score. They have 
local dealers and local middle-men, and theirs is a local community with 
a history going back somew thirty-forty years with its famous figures, 
extraordinary stories, big busts, long-time dealers etc. 


The national policy makes these communities a focus of the strategy. The 
more formal negotiations are paralelled by local encounters. Thus users 
now have roles to play in local organisations, ranging from methadone 
clinics, AID Council boards, Health division committees and operate on 
a microlevel over the logistics of campaigns and on-going management 
of organisations. 


This means effectively that we not only know more about users through 


research but this information is becoming part of our practice - in short 
our implementation is also informed by new access to users. If you don’t 
know the language spoken, the customs, the rules of a community, it is 
extremely hard to educate or communicate with them effectively. 


This HIV/AIDS policy has meant a substantial change, but not only 
directly involving HIV, but to all facets of our involvement with drug- 
users. The fundamental rethink of our policies to enable the HIV/AIDs 
Strategy has changed the basis of our way of dealing with drug-users. 
The success of our HIV/AIDS strategy for injecting drug-users is apparent 
and is largely due to this new relationship with users. 


However this policy has been implemented only partially. Largely this 
partial implementation can be related to attitudinal and organisational 
problems amongst other government organisations. To fund user groups, 
to employ users, to consult users, is a problem for some individuals and 
organisations. Any- problems that occur in this context can be 
insurmountable. However user-based strategies are a continuing part of 
the national HIV/AIDS policy and evaluation of state achievements in 
this area are dependent on the success and development of peer-user 
groups, peer-user consultation and peer-user education. 
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Australia has been very successtul, to date, in preventing an HIV epidemic among [DU, in sharp 
contrast with the situation in parts of Western Europe and North America. 

Only 1.7% ot the AIDS cases diagnosed in the penod 1982-1990 are attributed to the injecting drug 
use exposure category and a turther 1.6% to the combined injecting drug use and homosexual/ bisexual 
contact category, The Australian Nanional AIDS and Injecting Drug Use Study seroprevalence data 
suggest that the proportion of [DU who are intected is of the order of 1-2%, though higher in some 
ecntres. 

The National HIV/AIDS Strategy, while acknowledging the long term goal of reducing the 
number of users, recognises that it is imperative that strategies be developed which minimise harm among 
existing users. These include needle distribution and disposal programs (NSEP), programs encouraging 
the cleaning of used equipment, programs to improve the accessibility of general health services to users 
and drug subsntution programs. 

The Strategy states that NSEP should operate in all Seates, in both urban and rural locations, and that 
their services should be convenient and widely advertised to users. NSEP should also act as sate disposal 
points and provide educanion/prevention informanon, 

Programs tor [DU receive a larger share (37.4%) of total education and prevention funding under the 
Matched Funding Program than programs for any other target group. Funding grew substanually in all 
States and Terntones trom 1989-90 to 1990-91 with a 36% increase overall. Much the greater 
proportion of this tunding is allocated to government service delivery (82.7% or $6.6 million) with AIDS 
Councils (2.4%) and other non-government groups (14.7%) receiving the balance. 

Some States have developed a comprehensive strategy for the prevention and management of HIV 
among IDU. For example Victoria employs a full ame worker to plan, co-ordinate, design and oversee 
program implementation. 

Needle and syringe exchange programs ( NSEP) operate in all States and Territories except Tasmania 
where legislation permitting their establishment is sall pending. There has been a substantial expansion of 
NSEP services throughout Australia dung 1990-91 with a large number of new outlets coming into 
operation, particularly at non-metropolitan sites. 

States and Territories have not supplied fully comparable data so that it is not possible to state the total 
number of exchanges operatmg nauonally or the annual distribution rate. 

NSW currently operates 32 primary and over 90 secondary NSEP ouclets which exchange needles and 
syringes, distribute condoms and educational materials, provide education about sate drug use and sater 
sex behaviours and reter where appropriate to other services. It is New South Wales policy that all health 
regions should operate NSEP programs. 

Ar 30 June 1991 Victoria operated 102 NSEP. Of these 23 off¢red after hours services, 13 of which 
were late night programs. Twelve NSEP were open during weekends with an additional 17 providing a 
Saturday morning service. An additional 8 projects provide mobile outreach NSEP. The number of 
metropolitan NSEP was $7, with 55 distributed across rural Victoria. As in NSW the exchange of needles 
and syringes is accompanied by the distribution of disposal containers, condoms and lubricant, bleach 
sachets and educational material. 


Queensland currently operates 25 authorised NSEP outlets in Brisbane, the Gold Coast, Sunshine 
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Coast, Cairns and Townsville. South Australia reports 27 licensed NSEP in health and community 
agencies with one mobile exchange and six located 11 non-metropolitan arcas. 

There are three types of NSEP — direct government services, services operated bv non-government 
groups such as AIDS Councils and user groups, and services operating through pharmacies, On anecdotal 
evidence it appears likely that different types of service may be preterred by different sectors of the [DU 
population with, for example, many reercational users favouring the greater anonymity and ‘normality’ of 
pharmacy outlets. Non-government services may also target specitic segments of the TOU population such 
as homeless voung people or gav IDU. Government services include dedicated NSEP outlets and a range 
of mainstream health semices including sexual health services, hospital accident and emergency services, 
community health centres, drug and alcohol services. The different wpes of service offer differing oppor: 
tunities for education, counselling and referral to accompany the provision of clean injecting equipment 

In many States and Territones all three types of NSEP are operating. Phe NSW Pharmacy Guild 
Scheme works in parallel with the extensive Government network. It has proven very successtul with 
about 25% of NSW pharmacies participating (about 500 pharmacies) and a very good regional coverage. 
It is considered likely to surpass the State network in distribution volume in the near future 

Matched Funds also support pharmacy NSEP programs operating in the Northern Territory and West 
Australia, | 

[1 Queensland over 70% of pharmacies supply needles and svringes. The promotion of pharmacies as a 
major point of distribution has been a primary goal of the Queensland AIDS Control Strategy. 

The most senous gap in services appears to be in the provision of injecting equipment at night, on 
weekends and in rural localities. Cost is undoubtedly a major factor impeding the development of such 
services. Pharmacy based distribution allows for the development of an extensive network of exchanges 
but pharmacies offer only clean injecting equipment and, in NSW, disposal, whilst public sector outlets 
otter preventive education, condoms and lubricant, referral toa range of health semices and can also 
collect data on a wide range of chents. Vending machines, such as are being tested in West Australia, may 
be useful for ensuring 24 hour access to equipment at sites known to be frequented bv users. 

In some cases services do not appear to be as adequately advertised or as convenient to users as they 
need to be. In Queensland pharmacists have developed a logo to indicate the availability of the service 

Peer groups tor IDU have received Matched Funding tn six States in 1990-91) NUAA (NSW) — 
$288,700, SCIVAA — $45,000 and QuIVAA — $216,910 (QLD), the South Australian EV League — 
$70,287, TUCAA — $40,000 (TAS) and the ACT LY. League — $81,909. 

VIVAIDS, the Victorian peer based organisation ceased to be directly funded 30 June 1990. Whilst its 
performance was considered unsatisfactory due to management problems, the Victoran Government 
maintamed its commitment to pecr based organisations through the establishment of an interim auspice 
that allowed essennial programs, such as NSEP, to continue. Furthermore tunds have now been made 
available to VIVATDS for a community development project to identify the kev roles and functions of the 
organisation, 

Neither West Australia, where the AIDS Council takes the primary role of supporting [DU peer 
groups, nor the Northern Territory directly fund [DU peer groups. 

These groups undertake peer education, support and advocacy and, in some instances, tun NSEP. 


QulVAA, the Queensland Intravenous AIDS Association, operates Project Nocturn, an outreach to 
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young people ata range of mght-clubs and events, Poul funding for these groups tn 1990-91 was 
$690,386 

Education for [DU ts also undertaken dircetly by governments in NSW, Victoria, Queensland, West 
Austrahia, South Australia and the Northern Territory, 

In NSW the “Crabes Campaign’, which was sub-contracted to community groups, addressed tour sub- 
groups within the LDU populagon — gay [DU, surters, users living in the Western Suburbs of Sydacy 
and inner city cate society. In 1990-97 this campaign was budgeted at $200,000. 

In Victoria one tull ime worker ts cmploved to plan, co-ordinate, design and oversee program 
implementagon, A mulofaceted cducation and informaguon campaign targenny young recreational drug 
users Was hunched on World AIDS Day 1989 ($310,000). A mix ot strategies Was utilised to reach the 
target groups, including radio and print advertismg, informanon resources (pamphlets, posters and 
videos), education workshops, advocey/lobbying and community development activities including a 
Rock Muste/Enternunment industry strategy. This cntertamment strategy has been developed as a vehicle 
to provide credible, non authoritarian ttormton to young occastonal FOU. The community 
development component has faalitated the establishment of Pertormers Releasing Entormation on Clean 
Svringes as an independent community organisauon. Phis group receives Commonwealth funding under 
CEN RES 120,000): 

Sate disposal of used tnyecting equipment is emphasised tn the Natoual HIV /ATDS Strategy. Specttic 
waste disposal projects are reported trom NSW ($721,000) and Victoria ($62,000). The Pharmacy Guild 
Program in New South Wales makes provision tor the collecdon and destruction of used necdles and 
svringes returned to pharmacies. The NSW project funds the production of Firpacks, portable plastic 
contamers which have compartments tor both clean and used needles and syringes. The Fitpack design 
was commissioned by the NSW Health Department to address the problem of improperly discarded uscd 
needles and syringes. Phe design phase involved extensive consultagon with EDU to censure that an 

. 
appropriate pack was developed. 

Vietona’s project involves the education of FDU and all workers occupationally at risk of needle suck 
mun. Liason with local government has facilitated the tnstallation of 300 disposal bins in 154 focanons, 
with 37 mumeipal councils participanng, 

A ‘Discarded Needle Campaign’ was a component of the WA ALDS Bureau's FDU project. Public 
disposal bins are provided in NSW, Vietorta, Queensland, South Australia and the ACE. Disposal ts a 
mayor ttem on the agenda of the AIDS Control Queensland Local Government Payktoree, South Australia 


tunded asiv month pilot projcet tn sate disposal via the Drug and Alcohol Services Council ($3,000) 


Twelve bing were installed tn five city and country local government areas with the co-operation of the tye 


local councils, 

The return rate for used equipment vanes very widely between services. Overall tor NSW the rate ts 
60% and ty improving 

Training of service providers for EDU iy reported in NSW (the Centre for Education on Drugs and 
Alcohol), Victoria, Qucvastind (Alcohol and Drug, Dependence Services), and South Australia (Drug and 
Alcohol Services Couneil). Classes of workers tramed tnelade health workers, welfare workers, youth 
workers, Aboriginal social workers, drag and alcohol workers, environmental health officers, needle and 


svringe exchange workers, houstig Workers, police, pharmacists. 


> 


Commonwealth Initiatives 

The largest CAPE IDU grant went to the Australian TV League (ATIVE). This project ($150,000) 
involved a senes of workshops and material distribution ona national basis, Members of the entertainment 
industry (especially Rock performers) are involved in spreading needle hygiene messages among LDU via 
the Performers Releasing Information on Clean Seringes project ($120,000). 

The second phase or ‘Booster’ of the PD U media campaign was run during 1991 ata cost of 
$2,460,000. This phase covered the same channels of communication as the initial campaign — television, 
radio, cinema and print. The recently released evaluation shows that the campaigir (phases band 2) was 
very cfleetive in establishing the link between sex and TDU asa potential means of heterosexual 
transmission. There was an increase in both intended use of condoms and their use as measured by 
condom sales during and after the campaign period. 

Under the CARG program 10 grants for research on TDU issues were funded in 1990-91, toa total 
value of $369,486, The most significant study funded was the Australian National ATDS and Injecting 
Drug Use Study (ANATDUS), a national cross-sectional survey of more than 2,000 TOU which collected 


a broad range of data on the behaviours and characteristies of Australian DU, 


DRUG-USE AND DRUG-USERS: 
The Real Thing 


The User Community 
The stereotype of users is often far from the reality of the situation. 


But it must be stated that users are a very heterogenous group and to 
assert any generalised statements against the steeotype is to simply create 
a new stereotype, one that might make life easy for users, but just as 
erroneous as the previous negative image. 


However being a user does involve participation in a system of drug- 
distribution, and this alone does give us a different picture of a users live. 
Far from being alienated and lonely dependent users must have a large 
network of contacts to enable them to maintain their dependence on a 
drug. Non-dependant users of heroin or amphetamines must be able to 
access a distribution network. 


In the case of heroin, the drug is manufactured in a foreign country, 
exported into Australia, and distributed so widely, that a dependant user 
can pick up his or her telephone and have that drug within an hour. This 
is a complex network of people and processes, and one that is carried out 
with all the forces of law arranged against it. 


Traditionally we think of the drug trade as being constructed like a 
pyramid with a Mr Big at the top and users at the base. However the drug 
importation and distribution network is made up of a large number of 
people, bringing in small amounts of the drug and selling to a small 
number of users. Some of these units are well-organised and deal in larger 
amounts like a kilo but most are small operations and deal in small 
amounts of an ounce or two. The success of this network getting the drug 
to users in Australia is a reflection of small social interactions, small-time 
buying and selling, rather than to the efforts of a giant monopolistic 
criminal combine. 


The police routinely seize user’s telephone books and filofax books. This 
is not because user’s are lonely alienated people. Rather each user must 
know a large number of other users to enable him or herself to be a 


successful user. User’s join tn with each other to provide venture capital 
to buy a wholesale pnced amount of the drug which enables each of them 
to save money. Knowledge of who ts selling good heroin and where 1s 
routinely transmitted. Some users maintain their habits by performing the 
role of a middle-man for a transaction or providing the contact. The image 
ot the dealer preying on schoolchildren and getting non-users addicted 1s 
tar from the truth. 


On the user level, users deal small amounts to friends and acquaintances, 
and most dealers fulfil this role in the course of their day. Sometimes users 
are buying from a non-addicted person who is in it to make money but 
more often than not, users are purchasing their drugs from another user 
like them, who they know. 


Users habits can cost them from $25 a day to $1000 a day. The recent 
ANAIDUS study revealed the median and mean amounts spent per week 
in Australian cities (see below). However these figure are only an 
estimate of the cash value of the drugs used. Often users obtain drugs 
through various transactions that do not involve cash, for instance, 
percentage deals for organisation a transaction etc. So the picture of a 
lonely user obtaining mone, in any way, to buy off an anonymous dealer 
iS quite erroneous. 


Figure 3.5 Money Spent on Drugs per Week by City 
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As in all societies the economic network is reflected in the social and 
cultural manifestations of that community. There is no doubt that there is 
a user Community co-existing with other communities. The economic 
need for users to know each other is intensified by many other factors. 


As in all societies, the fact that they are threatened by exterior forces, 
means that the community is far more unified. All users are threatened by 
the forces of law. Police action can mean that the users family, home-life 
and employment is destroyed, and they can face long-terms of 
imprisonment for an offence that has caused harm to no individual. Police 
routinely use violence and entrapment against users, telephones can be 
bugged, and survelliance operations can be carried out. The mere suspicion 
of drug-use means that suspected users can be searched, and the basic 
premise of our law-system, innocent until proven guilty is reversed and 
users must prove that they were not trafficing or that money has not been 
earnt by drug sales rather than the reverse. Thus the threat of police and 
legal destruction of lives is enough to make the user community close- 
knit. 


Once laws were promulagated against users, the community came into 
being of necessity, both to distribute the drug and to form a community 
of common interest. In most countries in the Western world, this community 
is between 50-80 years old. It has its own customs, its own slang, its 
system of weights and measures, its social violations and approved 
actions. 


A community is defined by acceptance and rejection by a group of people. 
Because a user is dependant upon the user economic community to score 
his or her drugs, acceptance into this community is a prerequisite of any 
individual who uses drugs more than occaisionally. Users can be rejected 
from the community. Primarily the major violation of user custom that 
will result in rejection is informing to police. This will result in the user 
being immediately ostracised by the social group concerned in the act of 
informing. Further, this individual is prey to others who would profit 
from them economically or socially, because they lack the protection of 
the group. 


In spite of the sale of drugs being an illegal hence unregulated economy, 
there is a form of de facto regulation of price, quality and acceptable 


standards of economic relationship. This regulatory force is custom and 
acceptance, clusteringaround a mean point like a traditional bell-shaped 
curve. If someone charges too much, cuts the quality too much or makes 
users wait to long, tthen they do not survive as an economic force. 


This applies to individual behaviours as well as economic. Users are 
caretul observers of human behaviour. Many users are adept at role 
playing, freely entering a non-using group and appearing to be part of it. 
Users whose behaviour is the uncontrolled, irrational and bizarre 
behaviours depicted by the media and popular conception, would be 
avoided by other users as drawing attention or simply being irntating. In 
a community which survives by its ability to co-exist with another 
community that is technically hostile towards them, the behaviour of 
stereotypical drug-users would be totally unacceptable. 


There are violations of these customs and norms, but largely the user 
community is close-knit, its personal and economic behaviours are 
regulated by the community, and in the case of necessity, the community 
will protect its own both by community solidarity and altruistic behaviours. 


This community has a history that has its present origins, as indicated, in 
the formations of laws against drug-use or drug-trafficing. In Australia 
this occurred over the last forty years. The act of defining an individual’s 
use and economic manifestations by the law, also defined the community 
in its present form. Prior to these laws there have been various communities 
that have been formed around drug-use, whether communities loosely 
allied by interest or segregated areas of cities where on drug-users could 
exist. Drug-use has been variously integrated or separated from the sum 
of communities that make up a culture. However, in its present form, the 
user community has its origins early in the Twentieth Century, and 
reflects a process that began in the early nineteenth with the gradual 
increasing legal and medical control of all drug-use, both therapeutic and 
otherwise, and the change from self-medication to prescription. Those 
who violated these controls were subsequently constructed as criminal, 
and then with the medicalisation of criminality, constructed as sick or 
dysfunctional. 


This history provides a fascinating insight into the basis of our society, 
into our constructions of the Same and the Other, into the politics of 
interest groups and the reflection of these politics in the creation of 


Stereotypes. In its later stages, this history enters the realm of national 
relations, state imperialism and hegemony, war economies and global 
Sastens 


The individual drug-user is the result of a history and a series of actions 
dating back to the 1820’s. He or she is the object of stereotypes that have 
been two hundred years in the making. However it may be asked, why 
does any individual wish to belong to a community so reviled and 
despised? Why does any individual take on the weight of media contempt, 
medical and legal definition, and social disapproval? 


Individual Users 


Each user is the creation of differing dynamics. Some are users primarily 
because of physiological dependence, some use as an expression of 
rebellion, some use as part of socially-organised pleasure and 
entertainment, some use because they know no other way to exist socially 
“or economically, some use as a way to relax, some use out of curiousity 
or even mystical enlightenment. 


The social context of drug-use provides the stimulus. Largely to the non- 
drug user, drug-use is only known through its social stereotyping. Drug- 
use occurs in an individual largely as a response to its social representation. 
Thus at certain times, for instance the 1960’s in the West, drug-use was 
a sign of social rebellion against a patriarchial and dominant society by 
disaffected youth. During the 1920’s and 1930’s, drug use was part of the 
creation of recreation, was perceived as something to do that was not 
work. In the late 1970’s, drug-use was utilised as a symptom of a 
prevailing negation of an economic structure that was beginning to fail, 
it was the last futile negation of the self as worker or consumer. In other 
cultures drug-use, has been seen as the preserve of the mystic or men in 
a socialising context, as an intoxicant or a means of endurance. All drug- 
use has a use value. Drug-use does not exist as drug-use except on a 
physiological level. Drug-use is a social construct and every drug-user is 
in some way involved in that construction. 


Thus to see a drug-user as a medicine or law sees them, is to vastly 
simplify the process. Drug-users are not simply a medical problem or a 
legal object. Drug-use is largely learned. There are physiological responses 
to every drug, but to learn to value this change in physiological functioning, 


this disruption of the somatic organisation, so much so that the expenence 
is desired and is repeated, is a function largely of the social creation of the 
phenomenon of use. 


Physiologically, drugs effect our relations between our consciousness 
and our bodies, changing normative functioning or becoming repeated so 
often that it becomes normative. The physiological mechanism is described 
in terms of models of human physical functions, and there are siill 
problems in our descriptions of drug use, and as yet we have no 
Stasifactory description of dependence and how and why it occurs. 
However, we do know in the case of opiates, a physical dependence 
occurs and which results in the fact that individuals accustomed to opiates 
cease their functioning when deprived of the drug, much as does a air- 
breathing animal if deprived of oxygen. 


However, opiates provide the only truly addictive drug. Most other illegal 
drugs utilised by drug-users have no potential for dependence. To talk of 
addiction to cocaine or amphetamines is to confuse the issue, and to 
present a custom or a preference with dependence. The concept of 
addiction has been so widened that is is nearly useless as a description. 
We now discuss people who are addicted to love or ice-cream as if they 
are exactly the same as heroin dependants. What is being confused here 
is a preference of consciousness with a physical preference. An opiate 
addict will manifest withdrawal symptoms if they are unconscious. An 
amphetamine user or an icecream user will not. 


In the case of opiates then, repeated usage results in dependence. This 
must be taken into account in any involvement with drug-users. Thus 
whatever an individual’s relationship to a social construction of drug-use, 
once physiological dependence is established, we must consider an 
entirely new relationship. The fact that a bodily clock ticks over on its way 
to withdrawal, immediately the injection of one dose occurs, must be 
taken into account in any relation with a dependant user. The primacy of 
this physiological clock in all behaviours, and the conflict that this need 
can create with other moral and behavioral expectations must be regarded. 
Drug-users may not turn-up for an appointment with a doctor or a lawyer 
because they are attempting to score. Thus user behaviour, in dependant 
opiate users, is a relationship of physiology with a social and economic 
construction. 


FUNCTIONAL AND DYSFUNCTIONAL USERS 


As service providers, what distinctions are useful in our dealings with this 
world. How can we see it in terms that will be helpful to what we are 
doing? 


The one distinction that seems to make sense and seems to have some 
relevance to what actually happens in the world, is the distinction 
between functional and dysfunctional users. 


For a long time all drug-use has been regarded as dysfunctional. The more 
a person uses drugs, the more he or she is considered dysfunctional. No- 
one who uses drugs could have been considered functional in the past 
andless likely to have been considered a successful human being, 
however new studies of functional users have shown that this is not true. 


Functional use can be defined as the ability whereby users can maintain 
thestyle of use they prefer over time. This does not necessarily mean that 
the user only uses small amounts of a drug, or uses in a stable pattern of 
use. Rather it is the simple abilitity to continue using and to integrate that 
using into the other experiences they require as a person. 


A study performed in 1991 (by Macquarie University Centre for Applied 
Social Research) into functional using indicates many new and suspected 
issues in the matter of using. This study manages to combine new 
informatioon with a new context of use. 


It reveals that using is seldom simply using. Drug use helps users to 
achieve their ends, whether it is pleasure, work, relationship-wise, 
sexual, artistic, etc. Drug-use is integrated into a range of other cultural 
and social practices. One uses for something, to achieve something 
whether it is fun and pleasure or to be involved with a group of people. 


Drug-use is integrated into an individual's personal and social aims. It is 
also controlled by a number of social and personal practices. Most 
individuals were introduced to dtrug-use within a group of friends whom 
they trusted and who, in effect,” taught them the ropes”. Injecting oneself 
successfully requires knowledge of a whole range of procedures and 
practices, rules and regulations. It is the successful learning of these rules 


1) Yaving friends or valued peers with whom one regularly interacts 
and who provide a valued source of social attachments, social and/or sexual! 
gratification which one wants. to sustain. This entails making time available 
for the activities which go with friendship renewal and engaging in the 
associated rituals and ceremonies. 

2) Having varied valued leisure activities, the experience of which one 
wishes to continue, some of which cannot necessarily be combined 
simultaneously. 

3) Having obligations to family or partners, the meeting of which one 
defines as worth while. 

4) Having work commitments which provide a legitimate and valued 
source of income. 

5) Having access to sources of income which provide non-hassled ways 
of surviving economically. 

6) Having satisfactory housing conditions which provide shelter, some 
privacy and some autonomy over space. 

7) Having a fairly stable pattern of values and feasible personal 


objectives which provide meaning to ones existence - being comfortable 


with ones Hfe and its opportuntties. i. ee 
—. aa —— - = 
8) Having one's life at least partially mapped cut in time sequences 


which produce a social] structuring of time and associated routines and 
rituals and within which the carrying out of obligations is at least partly 
sequenced. 

These aspects of functionality, when applied to drug taking suggest 
additional considerations. 

9) Having an accessible source of supply and being in a position to 
BORA one's costs of consumption without undue adverse consequences to 
oneself or valued others. 

10) Having preferred drugs or drugs that one tends to stick to and a 
stable framework for evaluating possible alternative drugs, having access to 
the ‘knowledge’ of the effects of the various drugs, desirable methods of 
administration, ways of controlling outcomes, and decision making abilities 
based on stable sets of referents. 

11) Being in a structural position where one can exercise, sometimes, 


autonomy over time and space. 


USER. FUNCTIONAKITY 
git iaistiond Vs shies Sivule Ber ebaonied 
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and practices that enable an individual to score safely, to hit up successfully, 
to avoid legal problems and to keep in contact with the group of people 
with whom they live and play. 


Injecting drug-use can be a nsk in many ways. In the simple act of 
injection, for example, there can be overdoses, dirty hits, problems with 
veins, and possible physical problems that can lead to amputation of 
limbs. The user learns to negotiate all these dangers by relying on the 
knowledge that is passed to them by other users. It has been a large part 
of our HIV/AIDS education effort to input HIV-avoidance procedures 
into this "common" pool of knowledge. 


Functional users, those who seem to have the most control over their use, 
seem to use a large number of these control strategies. There are rules and 
rituals about using itself, and using in the context of other of the user's 
responsibilities, needs and wants, such as housing, food, relationships 
and work. 


In using itself there are procedures that check quality and which avoid 
overdosing: tasting it on the tongue can give quality; only having half 
initially ("Only use half and you can always have more later"), to avoid 
overdosing. There are rules to deal with overdoses and emergencies 
(Users can keep another user alive and functioning trhrough an hour or 
more of an overdosing). There are methods of preparing the drug for 
injection (adding vinegar, not lemon, to brown rocks and heating/ not 
heating amphetamine / filtering methods for pulls usaing two syringes 
and cotton-wool or swabs) and methods of safgely disposing (one of 
these used to be get nid of trhe fit immediately if you are in a car to avoid 
police but this has changed slightly), There are ways to approach dealers 
and to buy from them. There are status hierachies and roles. 


The integration of drug-use into life itself also requires the functional user 
to practice certain tyopes of behaviour. For example paying all the bills 
and rent on pay-day, and buying food etc. Then it doesn't matter if the user 
spends the rest of his or her pay in two days, for there is always food and 
a roof over their heads. In relationships, either entire honesty or white lies 
are required to maintain the relation. Sometimes one user always has to 
save some for the other or they do not use apart ever. Then drugs must 
always be procured before work so that on a work-day a dependent user 
can get up in the morning and have a hit. To achieve the user's other needs, 


there are rules and regulations which a user uses personally. 


The user values relationships, family obligsations, valued leisure activities 
etc and drug-use 1s integrated into these needs and wishes. 


Drug-use is a highly-structured practice and functional drug-users are 
adept at a very complicated process. It is an extremely social process both 
in the purchase, the use and the enjoyment of drugs. There is no such thing 
as a Solitary drug-user. Drug-use requires people and people structure 
experience. There are polite using actions and impolite using actions. 
There are sensible using actions and stupid ones. Some things are 
dangerous, some are safe. 


However this experience is illegal. This not only structures the experience 
but it has consequences. Some of the rules and rituals are designed to 
thwart the law - codes for speaking on the phone, methods of purchase,etc. 
The user is affected by the law in a number of ways and it is now known 
that it is the illegality of the experienc that entails that the conditions 
under which unsafe injecting occurs become likely. Haste, secrecy and 
stigmatisation create the conditions under which unsafe injecting occurs, 
from the fear of the moralistic chremist which results in sharing and 
cleaning syringes, to the necessity to use swiftly and so creating 
confusion about whose syringes are whose. 


The Macquarie University study states “Decriminalisation is long overdue. 
Drug abuse and not drug injestion is the problem". The governments 
harm-minimisating strategy can only operate within this confine however. 
Often Harm-Minimisation is minimising the harm caused by the law. 


Harm-reduction should also be applied, using its scale of values, to 
functional and dysfunctional using. A user can change from a functioning 
user to a nonfunctioning user. This is not usually caused by drug-use. It 
is always a change in the user's circumstances that comes from outside 
that results in the imbalances that make up dysfunctionality. A change 
occurs that a user cannot incorporate into his or her rules and routines of 
using. The changes that occur then bring on a crisis, which leads to an 
ever-increasing spiral of tension and stresses, and breaking of personal 
and social rules. 


[t is at this stage that users may seek help. Those who do see professionals 
are too often treated in a manner which does not solve their problem. Too 
often it is their drug-use that is the focus of attention instead of their 
problem. 

And too often their future is seen in terms of abstinance. 


The Harm-Reduction strategy requires that users now be seen in terms of 
reducing harm and this does not always equate with a cessation of drug- 
use. Returning a user from dysfunctional using to functional using is a 
possible and beneficial aim. The scale of harm where reductions in nsk 
are taken when-ever and how-ever they can be taken with no moral 
judgement, means that returning a user to functional use is is an aim which 
is viable and possible. 


The concept of Harm-reduction, in the context of a non-judgemental 
treatment service, requires that aims which are different from the aims 
that have been approved in the past be examined and presented to users 
as an option. Service is no longer the. imposition of standard abstinance- 
based therapies upon the user. Service now must be a negotiation between 
users and service providers. 


In the context of referral, education and HIV/AIDs prevention, the aim is 
safe-use not ultimate abstinance. Users must be seen for what they are if 
successful service is to occur, and they must be seen in the context of their 
whole social and economic worlds if these services and strategies are to 
suceed. 
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Tivissreporc Toctises=ondrig “sing, specificallymonr ingecting drug -use. 
Pecakes 25 (co scar cing DoIne he Tunctionalitywofemudcn Grue tse, both 
neoeamo Ouner. tne Obsective=or the=research ascta srovide: details 
SOO neuOna users and users who do moet come in contact with treatment 
agencies. Such details will assist in the development, design and delivery 
of educational material regarding HIV and clarify the terminology used to 


define wsers, tne wmoact of HIV-and AlOSeon Gnjecting drugs use-is: examined 


WiICM CE EneECOnceX cs: Of +cneuiconal Crug suse and thesorocesses of -its 


The literature review (see section 2(a)) indicates a number of 
correlates of functionality which might differentiate those who can sustain a 
sattern of drug use not likely to lead to problems. These correlates 
include naving friends and valued oeers, varied leisure activities, having 
oblications to families and partners, work commitments, having access to 
sources of income, and satisfactory housing conditions, having a fairly 
stable oattern of values and feasible personal objectives, and having one’s 
hfe at least cartially mapped out in time sequences which oroduce a 
EecoeuciaG or cme and assorted -outines . SuGhacorcrelates of. Si peteetley: 
are acually aoolicable whether the individual is involved with drug takine 
Or aos, | Nnen apoved co dreg takingr wadditicnal considerations are 
suggested. These are having an accessible source of supply, having 
oreferred drugs and the means of evaluating alternative drugs, and havirg, 
at ‘east sometimes, autonomy over time and space. 

To the extent to which most of these correlates are present, the drug 
user may be able to integrate the drug taking into other aspects of his/ner 


life, and keep the drug taking in proportion according to a socially or 
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individually defined regime of regulation. Such drug use may be said to 
Functional. So long as the drug asing Aas austablesmeanince i Gmuelalmens ic 


to some self sustaining set of values, social oractices and feasible 


VAS Ganideche? COM CIEIONS fOr wie sae OCodUCctO pmo tee ae semaGceesatisised: 


—- 


chen ‘ce ise kkelw that a loatternsotenunehionea icymcanmmoecesustainec. 


Lhe Svieve 

Wee had initiallysthought that functional users would be chose 
nie drug users who had not come into contact with treatment agencies 
and nad not been in orison. The literature review, however, revealed that 
this definition was simolistic. (Instead we defined functionality =n) teams so" 
satisfaction with use, where injecting use was not a major lifestyle 
determinant. This definition guided our initial thinking and our selection of 
respondents but, as noted below, this definition was developed and refinec 
by the ‘findings of our research. 

As noted an section 1 of the report, the .ocoject focused on osroducing 
in-deoth data on a small samole of injecting drug users in order to orovide 
an analysis of the social processes underlying the responses of functional 
injecting drugs users fo the HIV eoidemic. 

Whale-the major DURsCSenoL ~hewssuidy Waseace nvescigatica co. 
functional drug use, the other major criterion for selecting the sample was 
heterogeneity - specifically with regard to gender, ase, social class, and 
ae oreference. At the time of writing this report, 28 interviews had 
been comoleted. We were satisfied that a reasonable spread across these 
variables was achieved. Nineteen of the participants in the study were men 


and seven were women. Ages ranged from 22 to 45 years. Seventeen of the 


respondents had full-time and three had oart-time work, with occupations 
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ranging from a public servant, a small 5usiness owner and an engineer to 
bank emoloyee, a musician and a stores worker. Six oeople in the sample 
vere unemployed, *ive men and one woman, one was a house worker, and 
Nae 4 scudent. All Sut one were from Enalish speaking backsrounds and 
nos. Came from taner Sydney. 

The methce chesen was theorised life history which allows the 
experience, injecting drug use, to be scrutinised for its underlying 
tructure. The participants were interviewed sing a semi-structured 
schedule. 'n the analysis, the processes of the construction of injecting 
drug use and the meanings of the practices associated with drug use are 
examined. 

lt is important to note that in the following discussion of the 
processes which constitute functional drug use, our interpretation is based 
on the data from a smal! number of interviews. These processes, as 
captured in our analysis and as outlined below, are social processes and 


are generalisable as such. 


Bie te Uncvonal Iniecting Drug User: 

The sample of injecting drug users who were interviewed in 
Sonjuncucaawitm chis study confirmed the existance of Functional drug 
Peecs POurmcanly working, Gefinition of «unctional injsecuing Crug user was 
elaborated in response to the literature review and our empirical findings, 
ag discussed in section 2(b). In this report we define functionality as 
follows: a pattern of drug use which is stable or non-disruptive, and 
reproducible within a socially patterned mode of existence. The remainder 
of the executive summary concerns the ogrocesses which constitute 


functional drug use discussed in Sections 3,4,5, and Appendix 1. 
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The sample of drug users was remarkable because of its variety. 
The only two thangs that the *neivictal ruc isceea hac common ey= ae 
their drug use and their experience of scigoma. mere Was comsicderaa le 
Variation wich respec to social Sackcrourcd, “amily encueccucational ys on. 
and sexual oreference and gractice. here was Yariety. cso, «mn eneic Ssemera! 
arus histories, altnougn for moss 256% “ailiaticmayas mm one a -cogace 
years. With regard to current Usage, while for most Chere is’ a stable and 
sustainable pattern of use, there are some differences amongst the users. 
Some are dissatisfied with their drug use because of drug related problems 
such as fear Of acOGIrInG 2 fea ci ay aS eCeMehSmenhO vs cma Ce oe Vemmnom mo. 
to change their oattern of use. 

What is important to recognise is that functionality itself changes. 
The oatterns of drug use change as ‘life circumstances change. The data 
indicate that people move from, TUnNCctiOnalizy tOncyYstUmcciOnealtyeanaspac< 
again. Among those who can be current'y classified as having a stable and 
sustainable oattern of crug use, there are those who report orevious 
seriods on instability. Some drift between oeriods where everything seems 
to be under control to periods of states of disequilibrium. We have called 
chese ‘drifters’. Our sample also contains another category of user - the 
‘would-be abstainer’. These drug users have come to the view that the 
bemetics Gr crus tise! do: fot jusciy sre nassiessin volved» sa14. samolienaiso 
included some whose sattern of drug use did not appear to be sustainable 
withous major oroblems--dysfunctiona} users.  !n other words, the 
eraracter(s csmoG 4 “SUCCESSTU) Pore CasuCceSS( U WECSeOmALe ROU CH Oe mound 
in the user nim or herself. Rather the characteristics of functionality cr 


dysfunctionality are to be found in the social contexts of seople’s lives. 


Orug wse 1s to be understood in social and structural terms. 
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The Social and Interpersonal Context: 

jt is the social structuring which provides the means by which 
users maintain a stable pattern of use, that is, remain functional users. The 
Major icy Of cuimne Roma lmiscersecoUldiie distinguisned from a minority who 
were experiencing dirficulties in terms of the social context of their driis 
use, and those with oroblems related to drug use were much more likely to 
inject alone. 

For most of the respondents drug use is integrated into a range of 
succulituraleoracticess Mose of the expressed motives for using relate to 
typical experiential features of the lives of users and non-users alike: the 
desire for fun and recreation, the need to be able to relax, cooe with work, 
or have a good sex life. Drugs are used for having fun at parties, to wind 
down tas a weeks work with a close friend, with a lover to enhance 
sexual] excitement. 

Initiation typically takes place within a friendship group or network, 
in a context of trust. Almost all of the respondents were initiated after a 
Drior history of other drug taking involving considerable experimentation 
with a range of drugs. With all of them their injecting use occurred as a 
result of social contacts with other users. Injecting successfully requires 
tuition from others already experienced in the rituals of drug oreoaratior 
and the use of needle and syringe. There is a great deal of trust placed 
by the initiate in those carrying out the tuition. They learn the rules and 
rituals which, in general, make for ‘safe’ procurement, drug administration 
and use, and disposal. 

Knowledge associated with drug use includes knowledge of HIV 


transmission. No one in the sample was ignorant of the prohibition of 


sharing needles. In situations where sharing occurred, other rules which 
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minimised harm to self and others came into effect. Needles were cleaned 
and those few in the sample who were HIV antibody oositive claimed always 
to use ‘ast. On the other nand, there was a tendency to rely om the safety 
of the secole sane Anew, 2gd few inatmemsamo ewoseouceq sare se. 

Nive scressing che imoortances olesupeuledraw omactices arc snes soci 
structuning of Crillg Buse) St issimocr tant ecommecoCnscemepoCEcmeGc emo mmOc es 
runctional deus sub=-cuiturce or, forsehatematter anvenumoer son mumecione| 
drug sub-cultures. Most in our sample have mon-using friends and they are 
involved in overlapping subcultures. The geographical location of our 
sample indicates small pockets of friendship networks whose 
interconnections are, in terms of face-to-face encounters, minimal. Only 
networks of dealers connect them but these are often invisible to most 
users. There is also little evidence that the subcultures, to which our 
resoondents individually belong, are articulated to broader structures of 
community affiliation. 

These same social structures provide for individual safety and 
support via a collective responsibility for drug taking. There is safety in 
she. social structuring sf segulations andiaituals#wnsem enablerand tousome 


degree, constitute injecting drug use. 


COnceones MiG: aobiiad: 

Inzecting drug use is risky, and risky in a number of ways. Oanger 
is associated with injecting drug use. Not only is it deemed illegal, but its 
use is related to playing with the unfamiliar and the unpredictable, 
transcending the ordinary, and to some degree letting go of personal 
control. The impact of any oarticular drug depends, to some degree, on the 


context in wnich it is used far more than the specific pharmacological 
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sroperties of the drug itself. The impact of the drug and the meaning of 
Ems exoerience to the user 1s scecially constructed. 


Ritualised and regulated oractice aliows for loss of sersonal control, 


Bu 


Sn- Slaeting with dar 
—Jil Se SS) tout — ae 


Gn, wiItMin a Safety met of suoport. Respondents in 
che samole gorovided a great ceal of evidence of rule following and oslanning 
behaviour. A central theme throush the data was a desire to remain in 
control and not let their drug use get out of hand or take over the user's 
life. 

Those who seemed to have most control applied a wide range of rules 
and control strategies. Users’ cules centred around general issues such 


that the following responsibilities were met and life patterns maintained: 


financial commitments 


work schedules 


relavionsaios wits friends 

- relationships with partner and family. 

Rules and rituals applied also to drug use. Rules focused on the 

LE SS 9 
frequency of use, ohysical location, social context of use, procurement of 
syringes, disposal of equipment and ways of approaching dealers. Still 
other rules apolied to actual administration, and these were the most highly 
ritualtsed. These were: 

- srocedures to test drus quality 

- rituals to avoid overdosing 

SRiecUAaise Onay Old eCCUG nN GeStiOn. cirscuicies 

- rules for dealing with emergencres 

> Teseemecnanics On drus preparacion 

- rules regarding tidying up of eauipment 


- the order in which users inject 
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status hierarchies among participants 


- accrooriate roles for those of HIV status 


0) 


ules are sometimes oroken. ihis depends on a variety of factors: 
mtareicy of the moment or excessive desire for tne crougs, an 

ISGNt Neanced Convivialicy, colvcsme use sande its) elrect on 
Jecooine one’s guard, or some chance Dappening: Wisc «men ibis forward 
orecautions. But the occasional rule breakage does not detract from an 
obvious desire to adhere to the rules and the recognition that not to do so 


foolish and likely to orecipitate a downward slide into drug dependency. 


is 

Clearly ingecting drug use is motean Unstructured afiair-, outa bichly 
comolex patterned and resuiated institutionalised set of oractices. The 
very lack of structure in the experience of drug use demands a hishly 
structured context. One which is intensely social. 

Our discussion of rules and planning behaviour recognises that most 
in the samole are already engaged in risk reduction behaviour. Harm 
reduction and the construction of a Hierarchy of risks with respect to druc 
use in education campaigns, however, may result in stigmatising the 
injecting drug user and may delegitimate his/her own knowledge regarding 


che satisfactions of safe using. Both harm minimisation and risk reduction 


are concepts suffuse with negativity. 


HMecahty: andmstigma: 

in general, those in our sample may be distinguished from non-drug 
users in two ways. The first thing that distinguishes them is that drug 
use helos them to achieve their ends - relationships, recreation, work, 
relaxation, etc. For some it is injecting drugs, for others alcohol which 


Serves a similar ourpose. 
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Alcohol use, however, 1s not illegal. The second thing that 
distinguishes drug users from others in our society is the stigma attached 
co such use. All participants.in our study are affected by the illicit nature 
INegalhity coes not only affect the respondents directiy in the sense 
chat they rear encounters with the law. it oroduces secondary 
consequences in Shat choices regarding the conditions under which drugs 
are procured and used are affected. The overall outcome works against 
safe use; stigma imposes strains on the conditions of use, the social 
Gatcerns or ceOce se Vvesmimuwricnpdru cause is) situated and integrated. 
Stigmatisation has an uncanny tendency to be internalised, affecting self 


image, motivation and disrupting social relationshios. ‘t skews the 


conditions under which injecting occurs such that unsafe using becomes 
more likely. 

The financial as well as the psychological costs of illegality are high. 
Sugply restrictions force uo the orice of drugs, leaving our users 
dependent not only on artificially inflated prices but on possibly 
contaminated supolies, often dubious business practices and ‘the fear of the 


7 


aw, 

Ressondents in the samale comment on the need to use in physical 
locations away from the eyes of disapproving others. There is an 
overwhelming preference for sites defined as safe where there is control 
over the circumstances of use. Unsafe use, however, does occur. Unsafe 
inzecting locations are not frequently individually chosen, they come about 
as a result of social negotiation and are a function of the social milieu of 


the user as well as of the spontaneous social oressures emergent in each 


specific situation. Unpreoaredness often means no ample supply of needles, 
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no facilities for cleaning, and an atmosphere not conducive to safety. 


vole) 
though, 2ase of needle procurement has increased safe use, 
sbteining needles *s Sedevilled OY Che Whee mature of cence ecc ce. 
Obarmacists are preferred by the less regular User Snarmactes are seen as 
more anonymous and less stigmatising than the needle excnhance. Some 
resocndents complained of what they see as too many sgatekeeners at the 
needle exchanges. A few complained of the difficulties of orocuring clean 
needles at night. 

IMegality prohibits the transmission of honest, scientifically accurate, 
axolicts information about eGrucs anc satewcromesewe i mieacsceco 
counteroroductive educational messages being transmitted oarticularly in 
schools--the most urgent locale for AlIOS education, given the age at which 
drug and sexual practice is initiated. 

The stigma attached to illegal use inhibits those who need and seek 
help. All the respondents define ‘junkies’, the addict, in negative terms, 
even those who admit to the term themselves. Most, however, raject the 
term applying the ‘junkie’ label to those whose lives are seen as Saving 
been taken over by drugs, to those who are no longer seen as capable of 
ACHING TFesconsioly. 

Decriminalisation is !ong overdue. Orug abuse and not drug incesticn 


eS PRN Ye ks "Maha ee Es dec 
is cme ocoblem. Tvs ss ~he single most =mocecanticnalience. 
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Us 


hie wvigence 1frOm coiSs research project susccrts the recommendation 
So ee) (scone letie oe strategy for chances t the legal resulation: of 
‘meecuingG GruG ise. ine continuing wiecalty of tnjecting ceus! wse. is 


coumceconoaguUcuive, amonGg other chings, to the orevention of AiLv 
cransmission. 

The dominant conceptualisation in this society of drug use as 
‘dysfunctional’ is not borne out by this research. Recognition of 
functional crug use is crucial to the reformulation’ of ‘colicysand 
srosrams in the drug use area. Such recogmition will reduce 
stigmatisation which inhibits the reach of orograms to functional drug 
users in particular. We recommend the targeting of education 
orograms directly to functional drus users: 

Treatment programs and agencies require training to sensitise them 
to the existence and nature of functional drug use in order for them 


to develop aporooriate orograms. 


Research indicates that functional drug use is socially constituted 


Col; 


through a variety of practices, relationships, rituals and symbols. 
“iia lelesciaie dele ole bie) programs tolourste a ormansation sofithe 
Z0C dy DalmiCSeOuInjeccins —ChUS lase 10) Oorcer Co create a cumate in 
which educational messages can be effective. 

[ntervention programs should exploit the ritualistic components of 
functional injecting drug use in the design of educational messages. 
Within such ‘normalisation’, educational programs for school-aged 
youth are vital. These programs need to present drug use in the 


light of the existence of functional drug use. 
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in addition to the above, educational messages about needle sharing 
ase snould exploit the interoersonal re 
“anckhional injecting?! drug use. Gre relationsmio Setween sate meecie 


safe sex needs to be emohasised - with casua! 
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and. resular partners. 

Our research alsovuindicates that oetty dealers’ may be Useful in 
oroviding informal HIV orevention education among their own 
networks and in their own areas. We recommend the trialing of a 
program of mooilising these dealers as AIOS prevention agents. 
Satterns of needle and syringe procurement among functional drug 
users indicate that procurement needs to be made more ordinary, 
subsect to less scrutiny and easier to access, for example, the use of 
automatic dispensers and more varied disposal methods should be 
usvied. These initiatives, however, should net be a substitute for 
effective education orograms. 

We recommend that needle and syrinse manufacturers be approached 
to osroduce simple colour-coded syringes for easy identification of 


individual user's equipment. 
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Abstract 

In this article I report on ethnographic research with the members of a social network 
of young, ‘recreational’, illicit drug users in Perth, Western Australia, with whom I 
maintained close social interaction for over twelve months. Following the work of 
Zinberg, the article outlines the social controls employed by these young drug users to 
reduce drug-related harm. These social controls are of two types: sanctions (the rules 
prescribing certain behaviours and proscribing others) and rituals (the stylised behaviour 
surrounding the use of drugs). I also argue that there exists an ideology of harm 
reduction amongst drug users which may provide the basis for innovative programmes. 
In the second part of the article, the implications of these findings are discussed with 
reference to one particular public health strategy - outreach - and the possibility of a more 
active, reciprocal and beneficial engagement between drug users and researchers, health 


educators and policy makers is suggested. 


Certainly, if our understanding of drug use is to improve, we must 
obtain information about the social context of use, including a 
knowledge of how group customs and norms operate to shape different 
styles of use, how these customs (controls) arise, and how new users 
acquire them. Further research can discover ways to strengthen these 
informal social controls (sanctions and rituals) that encourage 
abstinence, promote safer use, and discourage misuse. ! 

With the exception of several countries, most notably the United States (with its 'zero 
tolerance’ of illicit drug use), the notion of 'harm reduction’ has become widely accepted 
as a viable strategy in the international world of drug policy. Conventional thinking 
about harm reduction strategies has, to a large degree, focused on, and been driven by, 
the problem of how to prevent the further spread of HIV infection via the sharing of 
injecting equipment and unsafe sexual practices. Some measures taken within Australia 
(and elsewhere) include needle-exchange programmes, a eavatacle pamphlets 
providing advice on needle sterilisation in the advent of sharing, the establishing of 
various AIDS councils, the formation of drug user advocacy groups and 24hr 
anonymous telephone information and counselling hotlines. More radical suggestions, 
still being debated within Australia, include various forms of decriminalisation or 
legalisation of the possession of currently illegal drugs. 

However, there has also been an important, if peripheral, research trend - the 
investigation of social controls over drug use. In The Natural Mind, Weil noted the 
important role played by social rituals in reducing the incidence of drug-related harm 
amongst Amazonian Indians consuming hallucinogens.2 Edwards mentioned the 
importance of informal social mechanisms in the control of drinking problems in the 
general population.3 Blackwell4 raised the issue of controlled drug use (and noted the 
efforts of several others) and Maloff et al and Zinberg, in several mostly collaborative 
publications spanning a decade, made the discovery and evaluation of community social 
controls for limiting drug-related harm their explicit research focus.!./ More recently, 
Fagan and Chin have argued that the decline of social controls over drug use in regions 


affected by rapid socioeconomic change has contributed to the rising incidence of harm 


resulting from the use of crack/cocaine in the United States.’ 


Despite its relevance for harm reduction and despite Australia’s lead in designing and 
implementing innovative public health programmes, this potentially fruitful area of 
research and practice has been much neglected. In this paper I outline some of the social 
controls employed to reduce drug-related harm by a social network of young, 
‘recreational’, illicit drug users in Perth, Western Australia.* I then discuss the 
implications of these measures for one type of public health programme, that of outreach. 
Following Zinberg, ‘social controls’ can be divided into two types: social sanctions (the 
values and rules defining when, where, with whom and for what purposes drugs are 
used) and social rituals (the stylised, prescribed patterns of behaviour surrounding drug 


use). 


An ethnographic study 

I conducted ethnographic field research amongst a set of young, recreational, illicit 
drug users over a twelve-month period during 1990 and 1991.9-12 Although the advent 
of a relatively new drug, Ecstasy, provided the initial research impetus, it transpired that 
in addition to Ecstasy, many were also using amphetamine (it soon became clear that 
‘speed’ was the staple drug), ‘trips’ (an hallucinogen, usually LSD, applied to sheets of 
blotting paper and sold in small tiles), and, to a lesser extent, marijuana, cocaine and 
heroin, as well as the ubiquitous alcohol and tobacco. I avoided setting firm parameters 
to the research, preferring to allow the nature of the ‘field’ to shape the research agenda. 

The data comprise information of three types: (a) participant observation field notes, 
(b) stories collected during participant observation or in unstructured casual interviews, 
and (c) tape-recorded interviews. The usual method of recording information was 
through tape-recorded or typed field notes which were made as soon as possible after 


arriving home from a period of fieldwork (often at night). Evening fieldwork was most 


; By ‘recreational’, | mean those individuals for whom drug use is primarily an expressive and leisure- 
oriented acuvity but who may, on occasions, experience difficulties of various kinds resulting from, or 
exacerbated by, their drug use. Employing the term in this way is consistent with the idea that many 
popular sports and pasumes (e.g., Australian Rules football, cricket, hang-gliding, etc), while being seen 
as ‘recreational’, also have the potential for serious injury and even death. 
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difficult because of the length of time involved, beginning somewhere between 7.30 and 
11.30p.m. and ending anywhere between 4 and 9a.m. I also tape-recorded interviews 
with key field contacts to examine particular issues in more depth or to elicit biographical 
and other personal information. 

I came into contact with approximately 30 drug-using people who were members of 
particular, overlapping social networks (and heard accounts of the activities of a score or 
so more). These drug users were part of larger networks of other drug users as well as 
of non drug-users. These larger networks numbered in the hundreds. My greatest 
involvement was with a subset of perhaps twenty young men and women and, within 
this set, a core of six people. The identities of the six fluctuated throughout the field 
research period reflecting changes in the personal relationships between members of the 
network and between the author and various individuals. 

There were few obvious superficial concessions I had to make to assimilate myself to 
this network. A wide range of clothing was wom which mirrored their widely divergent 
opinions about such things as music, favourite nightclubs and current social issues. The 
sorts of activities in which these young people engaged, apart from drug use, included 
visiting hotels and, more often, nightclubs, watching videos, eating out, visiting friends 
and, less often, going to parties. To a lesser extent some were, or had been, involved in 
various levels of drug-dealing. 

Sociodemographically, they came from widely divergent backgrounds - from various 
social classes (if we define these categories by parents’ occupation) and residing in 
various suburbs (but with a concentration within a 10km radius of the city centre). 
Almost all were of Australian birth to Anglo-Celtic parents. Their ages varied from the 
late-teens to early thirties but with a clustering in the eighteen to twenty-two years age 
range. Some had left secondary school at Years 10 and 11; others had completed 
secondary school and found work; others still were enrolled in post-secondary vocational 
or educational courses. Some were unemployed and lived off a combination of 
unemployment benefits and the profits from intermittent drug dealing (although much of 
the profit was ploughed back into their own drug use). Employment ranged from 


positions in the trades and service industries (e.g., the hospitality or retail industry) to 
semi-professional and professional status. Some were exclusively heterosexual, a few 
exclusively gay and some heterosexual but with experience of gay encounters. 

Within the set of thirty people, only two had ever received treatment or 
hospitalisation for their drug use. Most were injecting drug users most of the time, but 
occasionally reverted to other modes of ingestion such as oral consumption of Ecstasy 
and ‘trips’. Several had been using illicit drugs for over a decade and some for between 
two and five years. For others the consumption of illicit drugs was a relatively recent 


activity. 


Social controls 

The set of recreational drug users I moved with, like those described by Zinberg, 
employed a variety of social controls to minimise the legal, financial, social and health 
costs associated with their illicit drug use and to maximise its benefits. A few of these 
controls can be readily articulated but most remain part of their 'taken-for- granted’ 
reality!3 and, like many unwritten ‘cultural rules’, become readily apparent only when 
they are ignored or flouted.!4 The following ethnographic example demonswates this 
apparent paradox. 

The first time that Jane injected a drug, she met MC and Jason at Jason's house, 
having already snorted a few ‘lines’ of cocaine with another friend. Jason was unaware 
that it was her first tme. He 'mixed up’ half a gram of amphetamine and injected Jane. 
Almost immediately, she began gasping for breath, reporting a racing heartbeat before 
collapsing (but remaining conscious) onto the floor. Jason asked MC what was wrong 
with her and MC replied: 'It's her first time’. Jason was furious with MC for allowing 
him to inject Jane with such a large amount. MC had violated an unspoken rule for first- 
time use and thereby not only risked Jane's health but also risked implicating Jason had 
anything gone seriously wrong. Jane suffered no long-term damage from that night and 


subsequently became a regular injector of amphetamine. 


Some controls are drug- or situation-specific, others are more generally applied. First, 
I outline the sanctions which shaped drug use within this network and then proceed to 
those rituals concerning specific drugs. It should also be borne in mind that what I 
present here is a cultural ideal type; in other words, not all drug users uphold all of the 


sanctions and observe ail of the rituals all of the time. 


Sanctions 

Several generalised maxims emerged during field research concerning the regulation of 
illicit drug use. Though many of these rules were broken at least occasionally, and more 
likely often, they serve to set broad limits on what was, and was not, broadly acceptable. 
When an individual does not follow them, he or she must usually offer some justification 


as to why this should be so. 


~ Buy only from a known dealer(s) to facilitate secrecy, trust and agreeable terms of 
purchase. 

C Do not use drugs during the week. 

- Do not use drugs with strangers (unless perhaps introduced by, or accompanying, 
a trusted friend). 

4 Seek advice from more experienced drug users when in doubt. 

. Do not carry drugs in public in case of arrest (although this sanction was 


obviously waived by those involved in drug-dealing). 


: Consume drugs (particularly if injecting) in a comfortable, safe and hygienic 
place. 
- If an injecting drug user, keep one's drug use secret from even close friends (this 


may be relaxed somewhat for other modes of consumption). 
~ Do not use drugs above a certain frequency (although rules concerning frequency 
are particularly fuzzy and vary considerably even within small drug-using sets). 
: Consume only a small amount of a drug in the following circumstances: the first 
occasion of use (particularly if injecting), when trying a new batch of a drug, or 


when buying from a new dealer. 


Some sanctions refer to specific drugs and yield folk understandings about the 
perceived relative dangers and strengths of different drugs. The level of specific 
sanctions applied to particular drugs depends largely on the extent to which they are 
perceived as potentially dangerous. The degree to which specific drugs are regarded as 
dangerous is also reflected in the sanctioned frequency of their use - high for 
amphetamine, low for trips. Amphetamines are not deemed to be particularly dangerous 
in the sense that they are not thought to be capable of radically distorting one's state of 
consciousness (as is the case with trips). Consequently, there are no specific sanctions 
applying to amphetamines which are not variations of more general rules of conduct, e.g., 
setting desirable frequencies of use or not using drugs with strangers. Amphetamines are 
a sort of all-purpose drug (which may explain their current popularity) and may be used 
before going to work, a pub or nightclub, or to facilitate sociability when staying at home 
with friends or partners. 

There is, however, an awareness of the specific dangers of heavy amphetamine use, 
e.g., the development of paranoia or, in extreme cases, 'speed psychosis’. This 
awareness serves to buttress sanctions relating to frequency and quantity of drug use and 
applies specifically to amphetamine (although there is the perception of different kinds of 
danger attached to the excessive use of other drugs). 

Ecstasy and trips are both thought to be rather different to amphetamine. Both are 
exclusively ‘social’ drugs whereas amphetamine may be consumed in private (although 
this is rare). They are thought to be best enjoyed in the company of others and Ecstasy is 
reputedly an aphrodisiac. Ecstasy may induce feelings of intimacy, euphoria and a sense 
of well-being. It is not thought to be particularly dangerous although some recognise the 
unknown potential for brain damage and others feel they have a ‘weakness’ for its 
pleasant effects. Because Ecstasy is used in this particular small world of drug use as a 
variation on the staple drug, amphetamine, there is little need to develop complex 
sanctons about frequency. The frequency of its use fluctuates from rare to occasional 


consumption. 


The most explicit sanctions apply to trips. Whereas amphetamine is thought to suit 
almost any occasion and Ecstasy considered only marginally less versatile, trips are 
thought to be potentially (if rarely) dangerous, as evinced by the sanction that one should 
never trip alone and should also, ideally, have an experienced tripper present. Some 
sanctions relate to frequency of use and, in contrast to those for other drugs, are often 
quite explicit (although again not always followed). For example, I heard it said that one 
should consume no more than four trips a year or should consume them only on 
weekends with at least a day's recovery before returning to work. Stories also exist about 
particular individuals whose excessive use of trips has rendered them permanently set 
within an alternative cognitive reality. Whatever the truth of such stories, they also serve 
to reinforce the sanctions concerning frequency. 

The use of trips is not suited to working or studying and is usually limited to leisure 
time. Their potential danger aside, they are very much a social drug and are thought to be 
more fun when consumed with friends - laughing, going for walks around deserted 
streets in the early hours of the morning, or going nightclubbing. There are also more 
numerous reservations about injecting trips (again in contrast to Ecstasy and 
amphetamine). It is seen as a foolhardy act, both because of the instantaneous, shocking 
effect and because trips reputedly contain quantities of unknown or dangerous 
substances, e.g., strychnine. Trips (like Ecstasy) are seen as an alternative to the more 
commonly used amphetamine. | 

Zinberg noted the possibility of ‘recreational’ use of LSD (i.e., for primarily leisure 
purposes as opposed to ‘spiritual’ use for inner exploration) and thought such a style 
might lead to compulsive use.! It did not for this set of drug users as there remains a 
healthy respect for the potency of LSD (or, in their case, trips). However, Zinberg was 
correct when he predicted that ‘tripping’ would become less ritualised but not less 


controlled. 
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1) 
Rituals 

Although there is a ritual process common to all illicit drug use - buying the drug, 
preparing it (particularly in the case of injection), ingesting it, experiencing the drug, and 
‘coming down’ (from its effects) - it will be clearer, in contrast to the discussion of 
sanctions, if I outline ritualised behaviour as it applies to specific drugs. 

As with any customer buying a product, the first ritualistic act is to inspect the drug in 
question. For amphetamine, a crystal-like appearance is usually (but not always) taken to 
be a good sign. It should taste bitter and attention is paid to the amount. Purchases are 
usually made in grams bought in small plastic bags. For larger amounts, say, a quarter of 
an ounce, a 'taste’ (injection) may be arranged to sample the product before parting with 
any money (anywhere between A$400-500). The quality of Ecstasy tablets or capsules is 
more difficult to ascertain visually or by taste. Word-of-mouth about a particular batch 
provides information as to relative strengths, side-effects and price. Trips are also bought 
largely on the strength of the recommendations or warnings of other drug-using 
associates or on the reputations of particularly types of trip, e.g., ‘Red Dragons’ or 
‘Smiley Faces’ (referring to the various patterns on the blotting paper). 

The complexity of the drug nitual is related to the manner of administration and the 
perceived ‘strength’ of different drugs (i.e., how much the drug alters one's 'normal' 
consciousness). Thus, injecting a drug is deemed to require a more elaborate ritual than 
snorting or swallowing the same drug, and swallowing trips is regarded more warily than 
snorting amphetamine or swallowing Ecstasy . 

I have described the general procedures by which amphetamine, Ecstasy and trips may 
be consumed elsewhere.? I limit myself here to the specific harm reduction aspects of 
such procedures. Snorting amphetamine (intranasal ingestion) has two main drawbacks: 
first, small crystals in the amphetamine powder may lead to bloody noses due to 
aggravation of the inner lining of the nostrils; and, second, snorting amphetamine is 
accompanied by a bitter, foul taste at the back of the throat, and may cause a runny nose 
and throat. To remedy the first problem, amphetamine powder is meticulously crushed to 


dissolve any crystals; to overcome the second, consumption of a cigarette or strongly- 


flavoured drink soon after ingestion helps mask the unpleasant flavour, but does little for 
the nasal discomfort. For those who find snorting amphetamine too unpleasant, there is 

always the option of swallowing it, usually wrapped in a tobacco-rolling paper or mixed 

with a strongly flavoured drink to disguise its bitter taste. 

Both Ecstasy and tips are usually also swallowed, with little ritual or discomfort. A 
trip may be swallowed immediately or the paper tile first chewed for up to fifteen minutes 
to release the hallucinogen into the mouth. One piece of folk knowledge concerning trips 
that I heard repeated many times was that Vitamin C should be available as it could 'bring 
someone down from a bad tmp’. 

Amphetamine, trips and Ecstasy may also be injected. In the act of injecting we find a 
considerably more elaborate and rigid ritualised procedure than is the case for swallowing 
or snorting, reflecting its perceived greater danger % well as practical considerations such 
as hygiene and dissolution of the drug to be injected). When injecting amphetamine, the 
ritual is designed to be convenient (all that is needed is a spoon, clean needle and syringe, 
small piece of cotton-wool for a filter, and hot water); to reduce the risk of overdose (by 
injecting a small amount of a new batch to check its strength and purity); to maximise the 
‘rush’ after injection (by careful calculation of the minimum amount of water required to 
dissolve the amphetamine powder); to be reasonably hygienic (only clean needles are used 
or those saved from earlier ‘hits' to be used by the same person each time); and to help 
ascertain the quality of the amphetamine as it 'comes down in the spoon’ (if it dissolves 
instantly and without heat, it is taken to be a good sign). 

[Two older and more experienced members of the set described the use of cold water to 
mix speed for injection (although one of them now uses hot water that has been boiled, in 
keeping with the ritual of those with whom he now associates). This meant that the speed 
would dissolve but any adulterants would not and there was no danger of the water 
burning off and the speed crystallising. Using this method, any adulterants would form a 
sediment in the spoon which would be left behind after drawing off the speed mixture. } 

Once dissolved, the amphetamine is drawn into a clean needle through a filter (to 


remove impurities in the mixture) and checked for air bubbles. A tourniquet is applied to 
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the upper arm and a careful search made for a suitable injection point, usually the 
prominent surface veins of the inner elbow. Injection sites are rotated to avoid pain, 
scarring and discovery. The injecting process is carried out carefully to avoid 'misses' 
(bruises resulting from the needle tip pushing through a vein and out the other side) and to 
immobilise ‘rolling veins’ (veins that move under the pressure of the needle tip). Slight 
backward pressure is exerted on the plunger until a red plume of blood squirts back into 
the syringe indicating a vein has been found. The contents of the syringe are then slowly 
emptied into the vein with occasional ‘checks’ (again, backward pressure until blood 
shoots back into the syringe) made to ensure the up is still safely lodged in the vein. 
Usually, injection takes place only if there is an experienced injector present to oversee the 
preparation of the drug and, if necessary, to inject for those unable to do so themselves. 
Learning to prepare drugs for injection and to inject the prepared drug are thus learnt by 
observing others. 

Ecstasy can be injected by dissolving the tablet (or the contents of a capsule) in equal 
amounts of water and vinegar. The harm reduction process for injection is much the same 
as I described above for amphetamine. Injecting a trip is a slightly more elaborate 
undertaking and, as described above, is widely regarded as extremely foolhardy (in this 
case it makes sense to speak of a desire to ignore sanctions and actively to take risks). 
Apart from placing the trip in warm (but not hot) water, in a spoon, for about fifteen 
minutes to allow the hallucinogen to leach into the water, the injecting process is again 
much the same as for amphetamine and Ecstasy. 

A ritual also existed for the period following injection. All signs of drug use are 
removed from sight immediately after consumption and usually from a residence within a 
few hours. Generally, needles are snapped from syringes and placed inside syringe 
barrels, spoons are rinsed, and gram bags disposed of. Used needles and syringes are 
then usually disposed of in a manner which is considered to be 'safe' (by the network's 
members), often being dropped into the large plastic garbage bins found in the alleys 
behind city restaurants and hotels or placed inside a container (e.g., an orange juice or 


plastic carton) and discarded with the household refuse. I heard of only a few instances of 
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‘unsafe’ disposal (by individuals outside the network with which I was primarily 
associated) and one of these concerned a male leaving his used needles on the floor of his 
own bedroom for several days. I never heard of nor witnessed any of the injectors within 
the group of thirty people disposing of their used needles and syringes in public parks, on 
beaches or in other locations where children might conceivably find them (the fact that 
children should not be exposed to danger was mentioned several times in group 
conversations). This does not necessarily mean that unsafe disposal methods had never 
been used. The other reason for cleaning-up is the possibility, albeit remote, of a police 
raid. 

The ‘coming down’ period (characterised by fatigue and irritability during the period 
when the effects of a drug are wearing off) can be softened by recourse to sedatives 
(‘Rowies' or Rohypnol, valium, over-the-counter sedatives) or marijuana, or by resting 
and, if possible, sleeping. Alternatively, in the case of amphetamine, a little of the drug 
might be saved for the next morning to postpone the inevitable coming down period and to 
provide the energy to get through the day. This way, any fatigue and imtability coincides 


with the sleep phase, if one is able to relax enough to sleep. 


An insider ideology of harm reduction 

However, these measures are not always successful in reducing harm and some may 
well be flawed from a pharmaceutical or medical perspective. The point is that an 
ideology of harm reduction does exist (if only in a complementary sense, to maximise the 
pleasure of drug use) and drug users are well aware of the potential dangers of their drug 
use. The following brief case histories illustrate this point. 

MC, who is in his early twenties, had been using drugs for about four years. In 
various periods of this career he has injected and ingested amphetamine, Ecstasy, trips 
and Ice, as well as experimenting briefly with heroin. He also drinks alcohol but does not 
usually smoke cigarettes unless he is 'off his face’. He set himself the task of having a 
‘chemical-free’ month in which, so he claimed, he would not use any drugs. He said he 


wanted to prove to himself that he was not ‘addicted’. However, his attempt was 
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‘ers on their use. Although they met with varying degrees of success, the mere 
:they attempted such measures indicates an explicit desire on their part to limit 
ated harm. 
might also draw the conclusion that the outlined parameters relate exclusively to a 
n in the frequency of use, but this would be an oversimplification, at least in Lisa 
nie's cases. Lisa’s decision to relocate meant a change of lifestyle which went 
mere drug use frequency. She had been sharing a house with her dealer which 
gave her access to a steady supply of cost-price amphetamine, but also meant that 
e entertained a steady stream of other drug users who came to buy and often use 
. the premises. She was completely embedded in a heavy drug-using milieu. 
innie initially avoided learning to inject himself, relying instead on Lisa (usually), 
Iso controlling the type of environment he was in. Clean needles or ‘picks’ were 
from one of the needle-exchange programmes operating in the inner-city, the 
was performed in the comparative safety and hygiene of the house they shared at 
the risk of arrest was minimal and the setting was relaxed, unhurried and 
ble. He also trusted Lisa to perform the injection properly. 
‘r confirmation of the implicit recognition that some controls were needed over 
is provided by a comment made to me by Glenn. He said: 'T might be a fool (for 
igs intravenously) but I'm not a dickhead (taking unnecessary risks)’. Glenn's 
rk when preparing and injecting drugs was, in Vinnie’s opinion, perhaps the best 
his associates. Glenn recognised the inherent danger in consuming drugs 
usly and thus took the rituals very seriously. In addition, he also recognised that 
-d to bring a calm, level-headed approach to drug use in order to keep it under 
in its proper perspective. Thus he also acknowledged the importance of 


in complementing the need for rituals. Those who failed to do so were 
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The importance of experience 

Although social controls exist, and there are older, more experienced drug users on 
hand to give advice, much knowledge of harm reduction is sull drawn from sometimes 
painful or stressful experience. One such example again concerns Vinnie. 

Vinnie and Glenn had obtained a gram of amphetamine which they planned to share. 
Because of the current bruises on his arms and his apparent propensity for bruising after 
injections, Vinnie asked Glenn to inject into one of the veins on the top of his foot (at this 
stage Vinnie could not inject himself). To their horror the amphetamine mixture caused 
the vein to swell alarmingly instead of dissipating into the bloodstream. Vinnie was left 
with an acute thrombosis. There were both unsure of what they should do. They tried 
Tunning hot water over the foot and massaging it to stimulate circulation. Neither was 
successful. After about half an hour, in which time they contemplated lancing the foot to 
allow the swelling to drain, it began to ease of its own accord. Within a few minutes, the 
bulge had disappeared. 

A few days later, Vinnie told Michael, the most senior member of this set (and a 
person with over a dozen years of experience with drugs), about the incident. What 
should he and Glenn have done? Michael answered that they should have re-inserted the 
needle and drawn the swelling back out of the vein. Vinnie was surprised that he had not 
thought of this simple remedy but put it down to panicking in the heat of the moment. 
Although he has since said that further injections in his foot are unlikely (I have shown 
him the Handy Hints booklet which recommends against injection below the waist!5), he 
will be better prepared should another thrombosis occur. He finished one of our 
conversations on this topic by commenting on how much knowledge Michael possessed 


about drug use and that he was the person I should really be talking to. 


Four points to bear in mind 
First, unlike a set of Skinheads!6 or perhaps members of highly-developed heroin- 
subcultures!7, a set of drug users with such disparate backgrounds and interests can 


hardly be expected to share a unified, coherent view of their activities, although they do 
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share some very broad understandings about drug use. Consequently, while there is a 
consensus about the rituals of drug use, there is great variability in the type and nature of 
sanctions, a point also made by Zinberg about occasional opiate users.! It might be 
useful to view the high degree of variability in sanctions as reflective of the social and 
cultural context, i.e., of specific understandings shared by small sets of drug users 
located within larger networks.!0 These more specific understandings are negotiated 
within ongoing social interaction between members of the same social sets, as well as 
between members of different sets, so that sanctions are evolved, discarded and invented. 

Second, Zinberg acknowledges that the rituals and sanctions he outlines do not always 
regulate drug use.!.5 There are, of course, exceptions to the success of such controls. 
On certain occasions, the social controls over drug use I outlined earlier would be 
purposefully suspended, for a number of reasons. For example, one night Lisa and Mary 
prepared and injected an amphetamine mixture in the toilets of a nightclub, using the 
aluminium foil from a cigarette packet as their spoon’. On another occasion, Vinnie 
described a particular night when he, MC, Lisa and two other women were ‘tripping’ as 
being ‘out of control; the whole night was just out of control’. Presumably, then, 
sanctions are broken for a number of reasons - for convenience (because desirable 
conditions for drug use are not always available), and because, at times, drug users 
appear to want to experience situations unencumbered by the trappings of caution and 
safety. In this sense, occasionally crossing the boundaries set by social controls serves to 
reinforce the existence and location of these boundaries. 

Third, there is one area of sanctions in particular which is marked by a high degree of 
ambivalence - those concerned with the issue of ‘junkie’ status. Sanctions about the 
status of ‘junkie’ seem particularly confused about whether or not ‘junkie’ is a desirable 
or feared status; whether or not to call someone a ‘junkie’ is an insult or a sort of back- 
handed compliment. On the one hand, individuals found the stereotypical notion of the 
‘junkie’ - lying in a gutter, struggling to obtain the next fix, losing all sense of self- 
esteem, etc - abhorrent. However, at varying times, others described themselves as 


‘junkies’, by virtue of their needle use, and appeared quite happy to project such a self- 


identity. Opinions about the subject varied with others towards the fringe of the group 
being uncomfortable with the idea of injecting drugs. The same term appears to have 
different meanings depending on the social context in which it is used. 

Fourth, the sanction that novice users may seek advice from those with more 
experience was sometimes undermined by the group ethos of ‘playing the game’. 
Younger or less experienced drug users may have access to those with greater expertise 
who may be happy to pass on their knowledge. Unfortunately, within this particular 
network, a competitive ethos espoused and followed by some individuals meant that 
information was highly valued and controlled. Those with less experience in both drug 
use and ‘playing the game’ would be handicapped in the cut and thrust of social 
interaction. As a consequence, information that may have been valuable for harm 
reduction purposes did not always become widely disseminated. 

Importantly, then, for public health measures there exist both social controls and an 
ideology of the desirability of such rules and regulations. In addition, because these social 
controls and ideology are constructed and transmitted in face-to-face interaction, we are 
dealing with what one US drug ethnographer, Terry Williams, has called ‘interactive 
cultures’.!8 Such an understanding might provide the basis for innovative harm reduction 


measures, the subject of the next section. 


Public health implications 
There are a number of implications which follow from the material I have presented so 

far. I will deal with the one that appears to be most relevant to the prevention of drug- 
related harm. One theme in the work of Zinberg is that social controls over drug use have 
enormous implications for policy. This point has been taken up in relation to the 
formulation of drug policy by Reinarman and Levine: 

As for control, we must take more seriously the ways in which most 

users of most substances most of the time have developed self- 

regulatory strategies which work to minimize risk and abuse. Such 

informal social controls have always done more to reduce the harm of 


drug use than repressive laws. If drug control policies are to work 
they should build upon rather than contravene informal social 


controls and strategies for self-cessation developed by users 
themselves.!9 


Put baldly, Zinberg and Reinarman and Levine suggest investigating those drug users 
who successfully manage their drug use to discover the social mechanisms and cultural 
practices for limiting harm which already exist within drug-using subcultures (even if 
what is defined as low-risk’ or ‘successfully managed’ ira use by drug users might not 
equate exactly with what health authorities might consider 'low-nsk’). They advocate a 
harm reduction approach based on providing support for those low-risk practices and 
ideologies which already exist within the drug-using community. Several other wniters 
have called for the integration of informal controls into policy on drugs but none of them 
outline precisely how this integration is to take place.820 The answer might be through 
the extension of existing outreach programmes, both in the wider provision of the services 


already offered and changes in the type of outreach planned. 


The existing situation 

In Perth, as in other Australian capital cities, there is information available to drug users 
concerning harm reduction, should they know where to obtain it. As I mentioned in my 
opening paragraph, much of the Australian harm reduction effort has centred on the 
prevention of HIV infection, particularly in mass media campaigns. Staff at needle 
exchanges provide information as well as clean equipment. There is the Handy Hints 
booklet produced by the Australian IV League which details 'medically safer use’ and 
which provides the location of needle exchanges and other related information for each 
state!5, and there are a number of other government and non-government agencies who 
may provide support, advice and information with respect to HIV infection and other 
drug-related issues, e.g., the Western Australian Alcohol and Drug Authority's (WAADA) 
24hr anonymous telephone information service. Unfortunately, these services appear to 
be utilised only by those drug users whom we might place at the heavily dependent end of 
the drug-using spectrum. This information does not appear to reach many recreational 
drug users. The people with whom I moved had not seen the Handy Hints booklet 
although many of them were intravenous drug users; they did not know of the WAADA's 
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telephone service until I told them of its existence (I rang one night to ask for advice on 
behalf of someone); and an AIDS information pack was only coincidentally gained when a 
couple of them forsook their usual needle exchange source (a gay sauna) to visit the 
WAADA's Central Drug Unit for clean injecting equipment. The extent of their 
knowledge of ‘official’ sources of help and advice was limited to the location of two 
needle exchanges. 

Why does such information, devised with the best of intentions, fail to penetrate the 
various small worlds of recreational drug use? There are a number of reasons. Loxley 
and Davidson identified a common fear which also troubled some of my drug-using 
contacts - the fear of being identified by police (or by any agency or person) as an 
intravenous drug user should needle exchanges be under surveillance for any reason.2! 
This fear of identification as a ‘drug user also extended to those whose routes of 
administration did not necessarily require 'picks' (needles). Some occasional intravenous 
users perceived educational material as targeted at ‘junkies’ or at least not at themselves 
(although, in the eyes of some, the mere use of a needle qualified one as a ‘junkie’ 
regardless of frequency or style of use). 

Secondly, although many made use of chemists for the purchasing of needles and 
syringes (N&S), stories abounded of their treatment at the hands of pharmacy staff. Staff 
might ask for what purpose the N&S were required (sometimes in the presence of other 
customers), be overtly dismissive in the way they dealt with those purchasing N&S, or 
even openly hostile once the request for N&S had been made. 

Such problems were not encountered at another outlet for clean injecting equipment, a 
gay sauna located in an inner-city area. Although some men felt intimidated at the thought 
of entering a gay establishment (and some women voiced concern that their entry into such 
a place could only be for the purpose of collecting injecting equipment), it remained the 
primary source of clean equipment. The one drawback of this establishment was its 
location in the inner-city. For those living nearby it was a convenient source but for those 
living in Perth's coastal or outer suburbs, the drive sometimes caused inconvenience. 


Although the WA AIDS Council mobile van operated a service to these areas (and 


undoubtedly provided a harm reduction service for some injecting drug users), not one of 
the drug users I spoke to or met had ever made use of it. They argued that its function 
was completely unambiguous - to provide clean injecting equipment - and they feared the 
consequent lack of anonymity in visiting such a facility at, say, a suburban shopping 
centre or other very public place. 

Perhaps more importantly, there are cultural factors built into this resistance. Much of 
the information available on harm reduction is cold, calculated, detailed and informative. 
It is ‘clean’ and impersonal; it does not gel with the reality of the social worlds of 
recreational drug use; it does not engage drug users. Worse still, in the long run, much 
information is not seen as credible but rather as scare or ‘cry wolf tactics and regarded 
with suspicion.22 Such impersonal and/or discredited information is incorporated into 
such networks very slowly, if at all. 

Culturally, members of this social network invest enormous amounts of time in the 
company of others - they are sociable in the sense of spending a deal of time together 
(although the flip side of this is a high degree of tension, gossip and hurtful innuendo). It 
is very difficult to spend time alone - there is always someone ringing to chat or discuss 
drugs or someone dropping by one's residence to use drugs. There is also an 
instrumental element to this sociability in that the highly-prized information about people, 
events, drugs and the police, adequate knowledge of which proves ones incorporation into 
the fold, is exchanged at such meetings. Thus, personal contact is highly valued, both for 
its expressive and instrumental functions, and information from a personal source rather 
than a booklet, other printed material or some other ‘official’ source is more likely to be 
understood and assimilated. For these reasons, most knowledge about using drugs iS 
almost exclusively derived from other drug users. As I have noted above, this is the 


cultural form referred to by Williams as ‘interactive’.!7 


Interactive outreach 
In a number of other areas, the idea of ‘detached’ or ‘outreach’ streetwork has gained 


credence. First used in the United States as a way of contacting youth street gangs and 
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quelling gang-related trouble, outreach methodologies have more recently been used to 
inform gay men about the dangers of HIV infection, and actively to take HIV infection 
prevention strategies (usually confined to the provision of clean equipment) to intravenous 
drug users who are not in contact with existing services. Both the US and Britain 
continue to employ such schemes and in Australia outreach strategies have also been used 
by gay networks to counter the HIV infection threat and by youth work organisations in a 
variety of settings. 

Power has identified two new roles that ethnographers might play in relation to 
outreach.% Because they have contacted drug users not in contact with existing services, 
gained their trust, are seen as non-judgemental and impartial, and have inside knowledge 
about drug use they might expand their research role in two possible ways. First, they 
might take on more of the functions of health educators and provide up-to-date 
information and instruction on measures designed to reduce drug-related harm (particular 
with respect to injectors, e.g., safer injection techniques, recent medical research). A 
variation on this theme is for fieldworkers to be drawn from the local drug-using 
community rather than the research world (perhaps supervised by a professional 
researcher/health educator). 

The second option that Power outlines is for ethnographers to use their extensive 
contacts with drug users to facilitate greater contact between them and health and outreach 
workers, acting as a bridge between the two parties. The research role would then involve 
observing and evaluating the process of intervention and risk reduction. With this second 
option, appropriate steps must be taken to protect confidentiality as drug users previously 
known only to the ethnographer are introduced to health personnel. 

However, an interactive outreach methodology has the potential to be much more than 
merely an innovative ‘grass-roots’ level prevention strategy. Methodologically, it remains 
flexible enough to adapt to local situations and may evolve to fit changing scenes. The 
information, partly derived from the experiences of drug users, will be seen as credible 
and authentic. Although mass media campaigns might reach much larger audiences, 


interactive outreach networks would engage drug users in an effective and culturally 
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resonant way. Outreach strategies build on a cultural emphasis that most information 
comes from other drug users and in this way outreach does not seek to alter social 
patterns but to make use of existing ones. 

Ideologically, outreach programmes may provide the kind of dialectical forum in which 
reciprocal input from both drug expert and empowered drug user may be combined to 
construct a much-needed middle ground, laying the basis for the construction of a 
common communicative discourse. To date, drug experts have largely held sway and 
managed to legitimise their construction of drug use and of appropnate public health 
responses. Drug users, presumably entitled to at least an equal voice in such decisions, 
have been labelled deviant or dangerous. As a consequence, their views have been 
rendered without intellectual, moral, legal or political force. What I am suggesting then is 
more than the need to understand the perceptions of one's target audience to ensure the 
success of public health campaigns. Drug users have a legitimate part to play in etal 
what it is that these public health campaigns address and how they might do so. Enrolling 
the support and advice of target communities, and providing them with authentic decision- 
making powers with respect to programme content and direction, is now common in 
community-based prevention programmes but has so far failed to influence the planning 
of illicit drug harm reduction measures. 

At a practical level, two complementary measures might be contemplated. First, in 
those states which have them, there might be an extension of initiatives aiming to educate 
pharmacy staff about the importance of reducing the incidence of needle-sharing, and of 
their role in this reduction. In those states which do not, some thought might be given to 
their establishment. Second, provision could be made for the establishment of more 
diverse and discrete needle exchanges in outlying suburban areas. 

An ethnographic understanding of the social and cultural processes of drug use may 
inform workers in interactive outreach programmes (and those in policy design and health 
promotion) of the kinds of social and cultural patterns they are likely to encounter when 
‘in the field’ (or the nature of the target for whom they design prevention policies and 


campaigns). Such campaigns might be made more culturally sensitive and build on 


existing social processes and cultural understandings, rather than negating them. Studies 
of social and cultural organisation also have implications for the dissemination of 
information regarding safer drug use through social networks of drug users. 

Those working in public health have recognised the implausibility of solely 
individually-based health promotion and have proceeded to the general community level, 
with messages about healthy behaviour. But they have missed an intermediate level, that 
of social contexts, within which all individuals interact and exist. Unlike public health 
and its research arm, epidemiology, ethnography provides very detailed, rich material 
about actors within specific social contexts. To say this is not, of course, to suggest that 
mass promotion techniques are necessarily redundant. Smaller-scale measures are not 
intended to replace such initiatives but to complement them. It means mediating the 
monolithic messages of such broad-based campaigns and translating them into messages 
(and media) more appropmate to the numerous and overlapping social worlds which make 
up modern pluralistic societies. Interactive outreach may be but one of a series of 
different interventions aimed at different audiences through different media. 

Finally, a closing comment. If, as I have argued, many of the social controls which 
limit drug-related harm and order drug use are 'taken-for-granted’, only becoming 
‘visible’ when they are broken in particular social situations, then researchers need to be 
physically present at these occasions to observe such transgressions. They are then 
positioned to witness the infinite subtleties of human behaviour as it is enacted in social 
contexts, and to prove the worth of ethnography as a legitimate methodological and 


theoretical tool in the reduction of drug-related harm. 
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Becoming an Insider: Research 
Among Illicit Drug Users in 
Canberra 


Phyll Dance 


This paper serves as an overview of my research among 
illicit drug users in Canberra. My interest in the topic 
evolved throughout my career as a nurse, as well as 
throughout my pre-honours undergraduate degree where 
I became interested in the Sociology of Health. The 
research began in 1989 as part of my Honours work in 
Sociology at the Australian National University in Can- 
berra. I was fortunate to be offered the opportunity to 
become involved in data collection on non-dependent In- 
jecting Drug Users (IDUs) for the Australian National 
AIDS and Injecting Drug Use Study (ANAIDUS)|1| and 
for the Australian Institute of Criminolgy’s Drug (AIC) 
Indicators Project |2|and then to use some of these data for 
my Honours thesis. I would like to begin by thanking these 
organisations as well as Stephen Mugford and Gabriele 
Bammer. I would also like to thank those people first met 
at interview, who have opened up their lives to me and 
become my friends. 


At the time of commencing the research | knew no [DUs and 
in order to gain access | was advised to ask all of my friends 
and acquaintances if they knew anyone who injected drugs. | 
must have asked more than forty people with no success until 
I found Roger |3| whom I first met when he came along to a 
meeting of a group to which I belonged. By the time of our 
next meeting | had reached that stage where, in the hope of 
establishing contacts, I was telling everyone I knew of my 
research (described in more detail in Dance & Mugford, 
forthcoming). Since we found Roger to be interesting my 
partner and I invited him home for dinner. By the end of dinner 
I'd told him of my project and after questioning my attitudes 
toward the use and legalisation of curreatly illicit drugs (these 
were at that time fairly liberal and have, throughout the 
process of my research, become increasingly more so) Roger 
told me that he was a “recreational” [DU, enthusiastically 
insisting that he be the first person I interview. He also told me 
that he had thirty to forty fnends who were also recreational 


drug users and that he would get as many as possible of his 
fnends to come to me for interview. 


Dunng the 1989 ANAIDUS and AIC study [ interviewed 
thirteen people from this group, as well as seven people trom 
outside the group. All respondents were, at the time of 
interview, non-dependent injecting polydrug users. [n order 
to plot the fnendship links as Well as the needleshanny and 
sexual links I conducted some more research in the second halt 
of 1989. At that time I interviewed three people from outside 
the group, a further fourteen people from the group, and 
reinterviewed eight others group members. 


At the core of Roger’s group there are many people who have 
known each other since schooldays. They share their prob- 
lems, look after each other's children and have fun together. 
One of the most fun things they share is the participation in the 
spoof “worship” of St Oswald, the patron saint of drug use. 
This patron saint was invented ten years ago by three group 
members and is one of the bonds which the group shares. The 
celebrations, descnbed in Dance and Mugtord (forthcoming), 
revolve around a yearly celebration of St Oswald’s Day, as 
well frequent referrals to him at other social vccasions. 


It was an unintended consequence of the initial research that 
I become involved with ethnographic work. Through the 
process of socialising with ulicit drug users I have been able 
to present data which questions those stereotypical images of 
illicit drug users seen so frequently in conventional drug jour- 
nals and the media. Such images concentrate on the pathologi- 
cal dimensions of the lives of illicit drug users, presenting 
them all as alienated individuals whose sole life purpose 
revolves around drug use. Drug use is an important part of the 
lives of the people I have got to know, but it is by no means the 
only part of their lives. It is not my aim to deny that illicit drug 
use has the potential to bring a host of health, legal and social 
problems. In an effort to further minimise harm associated 
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with illicit drug use these continue to be important vanables as 
far as my own data collection goes. At the same time, 
however, | will endeavour to present a more realistic image of 
ulictt drug users by also presenting data on the normal aspects 
of the lives of the people I am researching. This has been made 
possible since | have been accepted into the everyday lives of 
many of the people I first got to know at interview. 


Before desecnbing how this process evolved credit must be 
given to some of my intellectual mentors. The principles 
embodied in C.Wnight Mills’ The Sociological Imagination 
(1959) will continue to illuminate my methodology, as will 
Barbara Mc Lintock’s notion that “having a feeling for the or- 
ganism™ (reported by Fox Keller 1983) is an essential part of 
research. The various wnitings of Becker (eg 1953. 1963, 
1970). one of the pioneers of ethnography, have been an 
excellent guide for a researcher working outside institutional 
settings |4] and Zinberg’s classic Drug, Set And Setting (1984) 
Is an inspiration for one interested in controlled drug use. 


One of the mest influential factors shaping my research 
process. and one that was pure serendipity, was my link with 
Roger. He had been around the Canberra dnig scene for 
thirteen years when I first got to know him. Not only did Roger 
see me as a fnend, we both belonged to an organisation that 
had excellent credibility in his eyes and this fortified his trust 
in me personally. Since | was a fnend of Roger's I was, in 
general. trusted by those people who presented for interview. 
Reasons of expediency. led me to conduct many interviews at 
my home. something which 1n itself is an unusual facet of 
most, if not all. drug-related research. Initially there was, at 
times. some tear on both sides, something Roger's tnends and 
I have discussed and can now laugh about. On their part it was 
a fear that | might. after all. really be a “narc™: on my part there 
was still a residue of my indoctrination into a belief that ulicit 
drug users could not be trusted. 


My first interview was with Roger and due to my inexpenence 
I managed to fill in some parts of the interview incorrectly. 
This led me to being invited back to Roger's home. the first of 
many such occasions. to make the necessary corrections. 


A few months after the initial visit Roger invited me to his 
Buthday party. I had interviewed many of the people present 
and at this first social occasion not everyone was relaxed in my 
presence. The conversations I did have, were, however, 
among some of the most interesung ['d ever bad. During the 
course of the evening I became tovolved un discussions not 
only about how my thesis was going but on such eclectic topics 
as the legalization of drugs, Shakespeare's Sonnets. what 
Mozart might have written if he had lived longer. Mary 
Shelley and Frankenstein, Kubla Khan, evolution. Chnstian- 
ity and what an excellent movie Sid and Nancy is. What was 
most remarkable about these peuple was the diversity of age, 
race. and background. The age group spanned from late teens 
to mid forties: about seventy five percent of people present 
were of Anglo-Celtic ongin. the remainder were either Abo- 
rigines (none of whom had been interviewed), or had ongi- 
nated from several different parts of Asia. There were young 
people whose style of dress might cause them to be labeled as 
punks. people still dressed in the style of the hippie era. and 
people dressed like any “mamstream™ Austrahan. People who 
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were unemployed were there as equals with academics, stu- 
dents, labourers, and public servants (first descnbed in Dance 
1990). 


What this all demonstrated to me is that there can no longer, 
with any justification, be an image of what the “typical drug 
user” looks like, does for a living or what his or her interests 
are. Attempting to present this finding, so well known to illicit 
drug users, to other drug researchers, those working in drug 
treatment settings as well as the general public has become an 
integral feature of my academic life. My ethnographic work 
has taught me that most illicit drug users spend much of their 
lives doing the same sorts of things as the rest of the commu- 
nity, they have friends, they are responsible parents, loving 
partners and many of them contribute to the running of society 
by holding down good jobs. 


Since that time my interactions with Roger's fnends has taken 
many forms. | am always invited to St Oswald Day celebra- 
tions. | have been invited to other parties. as well as several 
dinner parties, birthday parties and other social occasions. 
Such invitations are not just a one way process, it 1s not unusual 


"What this all demonstrated to 
me is that there can no longer, 
with any justification, be an image 
of what the “typical drug user” 
looks like, does for a living, 
or what his or her interests 
aber 


for me to invite peuple to my bome for social occasions, dimer 
parties, Scrabble evenings and cocktail. For me at least, the 
most notable occasion was my graduation party, to which 
about thirty of Roger's friends tumed up, along with fnends 
from my other walks of life. 


In 1990 I was associated with the National Centre For Epide- 
miology and Population Health's (NCEPH) Feasibility Re- 


search into the Controlled Availability of Opiates (NCEPH, | 


1991) and because of that | became more involved with the 
ACT community based organisations who provide services to 
illicit drug users. During the process of this research I also 
made some other illicit drug-using fnends outside of the 1989 
group, people | choose to see and who choose to see me outside 
of the stnct confines of the usual interviewer-respondent re- 
search process. As with many people first contacted in 1989 
these are people whose company | enjoy and whose fnendship 
I treasure. 


I am currently undertaking a PhD into illicit drug use in 
Canberra and plan to interview about one hundred and twenty 
people collecting both qualitative and quantitative data. The 
present research includes comparisons between dependent 
and non-dependent drug use, prevalence of polydrug use and 
the plotting of friendship needlesharning and sexual links. 
Thicit drug users who have never had any drug treatment or had 
any legal problems are a poorly researched group and | would 


like to gain access to any illicit drug users in Canberra who fit 
into this category (if there are any Canberra illicit druy users 
fitting this category, and who are interested in contacting me 
for the purposes of my research my mobile phone number ts: 
018631130). One of the aims of the research is to evaluate 
current, and devise further, harm minimisation strategies asso- 
ciated with drug use. 


This PhD research was funded in the first year by The 
Australian National University and at the beginning of this 
year | obtained a scholarship from the National Campaign 
Against Drug Abuse. One of the major concerns revolving 
around illicit drug use is behaviours associated with transmis- 
sion of H1V and further funding has come from the Common- 
wealth AIDS Research Grants Committee. The National 
Centre for Research into the Prevention of Drug Abuse at 
Curtin University of Technology provided a Bursary which 
was used to transcribe audiotapes of interviews. 


A modified torm of Action Research has shaped this research 
process to date. This approach sets out to involve the consum- 
efs un a collaborative way with the researcher having a duty to 
feed back information to the participants in the research 
(Wadsworth 1990). It is worth noting that a principle of this 
approach is that it is not necessary for the researcher to be a 
consumer, but it is necessary to have a consumer perspective 
and to advocate it (Wadsworth 1990). 


Since I am a health educator with the Canberra Needle 
Exchange Program | am qualified to distribute needles (etc) as 
well as condoms to respondents. Part of the interview process 
also revolves around giving, where requested, health related 
advice to respondents. I am also a volunteer worker for AIDS 
Action of the ACT Inc. This work has further reinforced my 
commitment to harm minimisation. 


This paper has attempted to describe what may be seen by 
many as an idiosyncratic research process shaped, in part, by 
my ethnographic work among illicit drug users. I do, however, 
believe that my methodology contains elements which can be 
replicated by other drug researchers and health professionals. 
Some of the feedback I get from respondents, both in and out 
of the interview setting, revolves around a dissatisfaction with 
the way drug users are portrayed in drug journals (among 
others) as Well as, in some instances, their dissatisfaction with 
the ways un which they are treated by health professiogals. 
Purbaps researchers and health professionals could go further 
along the harm minimisation path if we leam to treat illicit 
drug users first as people and not as deviants whose lives are 
erroneously perceived to be so very different from our own. 
With this in mind I'll leave the tinal words to Roger, who nght 
back at that first conversation emphasised that 


“We 're not idiots. Whatever you do don’t treat us like idiots.” 
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FOOTNOTES 

1.This was a study to “determine the vanables associated with the 
risk of HIV infection among in Australian (LDUs]"(ANAIDUS 
1991). 

2.(The Australian Drug Indicators Project was set up to “develop 
and refine methodologies for esumating the incidence, prevalence 
and character of drug use...and t construct and monitor indicators 
of relative changes in drug user...over time.”(Stevens 1990). 
3. This is a pseudonym. 
4.The utle of this paper is, in part, inspired by the uues of Becker's 
1953 and 1963 works 


If you are a drug-user in the Canberra 
area who has never had drug-treatment or 


legal problems, please contact Phyll Dance on 
018631130. 


Phyll Dance is a Canberra-based researcher. Her 
work has been widely published and her ethunogra- 
phies of groups in the drug-using community have 
contributed to the breakdown of a number of stere- 
otypes of users. 
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PEER-BASED USER GROUPS: 
THE AUSTRALIAN \ 


EXPERIENCE vt 


The Australian experience of peer-based user groups has “2 


effective and possibly a unique strategy in the global response to HIV 

AIDS. The formation, the funding, and the official role assigned to these 
groups by the National HIV/AIDS Strategy has also involved substantial 
changes to the representation and the standing of drug-users both in an 


bureaucratic and a social sense. Further, it can be demonstrated that peer- 
based user groups have indeed been one of the most effective dynamics 
in the education of the various Australian IDU communities. 

The National HIV/AIDS Strategy: A Policy Information Paper w was 
published in August 1989. It was developed through an extensive series 
of state-by-state consultations in response to a Policy Discussion Paper. 
Even from this stage, the role that peer-based user groups would play in 
the strategy was clear, for the panel convened to deal with Intravenous 
Drug- Use and HIV included a representative of a peer-based user group. 

The resulting national policy, as ratified by each of the state 
governments, now forms the basis of the Australian response to HIV as 
we now know it. The document recognises the potential for the rapid 
spread of HIV/AIDS through the IDU community. Of the guiding 
principles for the Strategy, several have relevance to the issue of peer- 
based user-groups, including the statement that “Public health objectives 
will be most effectively realised if the co-operation of people with HIV 
infection and those at risk is maintained”. However it is the sections on 
IV Drug users that reflect both a change in attitude and the establishment 
of a conceptual framework that has enabled peer-based user groups to be 
establish and to flourish in the majority of Australian states. 

While still recognising that abstinence is an issue, it has been 
designated as the primary aim, and one that it is recognised will take place 
in the long-term, and which must be complemented by other strategies, 
including the reduction of harm while that aim of abstinence is still 
waiting to be achieved. This recognition of the reality of drug-user and the 
failure of policy and practice to achieve abstinence is the foundation of 
Australia’s success in its HIV/AIDs strategy inasfar as [V drug use is 
concerned. This change is also signalled in the fact that the policy 
advocates for education to be provided for those in direct contact with 


users, including treatment, law-enforcement, and D&A workers to 
overcome “attitudinal” barriers to the implementation of prevention 
strategies. 

Further the policy recognises the need to reach all users with 
education messages, to avoid stereotypes of use and users, and that6 
members of the target group and community-based organisations will be 
involved in developing and implementing such programs. The education 
initiatives advocated by the national strategy requires that “education 
programs which are specific to their behaviour or their community” be 
established. Further there is a recognition that in many cases “general 
community education might not be relevant, (or) appropriate” (p. 27). In 
essence this perception of a multitude of conflicting communities with 
their own values, behaviours and community standards, recognises both 
the various gay and IV drug-using communities as possessing values 
worthy of attention. The necessity of combating the pandemic ensures 
that these values will be catered to as part of the national strategy and 
funding will be allocated to ensure appropriate materials are available for 
these communities. 

The policy document itself, as an example of a governmental 
decision through a recognised system of consultation, further demonstrates 
a changing official view of illicit drug-use and those who use illicit drugs, 
in its recognition of the fact, that there can be “organisations of IV drug 
users”. This recognition provides a dramatic reassessment of the view of 
users inherent in many previous policies and funding decisions. Even the 
fact that users can be presumed to be educable is a major departure from 
the stereotypical image of a user that has been fostered by the previous 
policy of total prohibition, let alone being presumed to be able to develop 
organisations and formal structures of representation. 

According to the education strategy of the National Policy document 
information should reach all users, and “members of the target groups and 
community-based organisations will be involved in developing and 
implementing programs” (p31) The direct funding of IV user groups in 
the majority of the Australian states and a peak representative body of 
these groups (the Australian [IV League) is a consequence of these basic 
attitudes inherent in the National policy. The implications of this funding 
and the creation of these organisations have been immense to the user 
community. 

User groups developed initially in Victoria, Queensland, New 
South Wales and the ACT. The development of these groups was in 
response to the development and consultation of this strategy. For 


| 


instance, 1n Queensland, the initial impetus for QuIVVA came from 
members of the Drug and Alcohol Services who suggested the concept to 
a member of the target group. However, simultaneously with the rise of 
these HIV/AIDs focused groups there were also a number of other user 
groups in existence. 

Some had arisen out of a treatment context and the self-help group 
ethos. These groups, founded for the purpose of supporting therapeutic 
initiatives, very quickly and rationally realised that it wasn’t therapy that 
drug-users needed it was political and medical recognition of the fact that 
the “drug-problem” was created and sustained by our policy of prohibition. 
In addition, there were other groups, including the Users Union in 
Victoria,, formed from a purely political focus, whose whole aim was 
legal change. These various groups in Victoria attempted to separately 
enter the HIV/AIDs area, however in that state it was VIVAIDS which 
survived this initial period. In NSW it was members of NA, and various 
hidden users in government that formed the basis of the impetus for peer- 
based user groups. A number of groups with an HIV/AIDS focus were 
formed, including ADDIC (AIDS & DRUGS INFORMATION 
COLLECTIVE (professionals and users) and Injector Services (Langton 
Centre) which were to finally coalesce as NUAA. 

The years 1986 to 1989 were vital in the foundation of those user 
groups that now function. It was a period of amalgamation of the various 
groups in each state, and a time when the formal structures were created 
within the various user communities that enabled them to interface with 
government and other organisations, to create representative positions 
and to successiully negotiate funding programs. It was also a time when 
political stances were formed and pragmatically implemented. 

These various state groups were involved in the establishment of a 
national organisation. The Third National AIDS Conference in Hobart 
in 1988 saw the first formal meeting of the Australian [V League. The 
creation of a national body of drug-user organisations with delegates 
from peak organisations in the eight states paralleled the development of 
the Australian Federation of AIDS Organisations, which was a body of 
the eight state AIDS Councils. AIVL applied for funding through the 
CAPE and CAWISE funding schemes and was successful. In 1990, it had 
two core-workers and 1991 saw its first series of project fundings. It is 
now funded to operate five projects in as many states. 

The development and funding of the League was a force towards 
the establishment and support of user groups in those states which had not 
managed, by 1989, to have funded user-organisations. By 1989, QUIVAA 


in Queensland, NUAA in NSW, VIVAIDS in Victoria were funded. 
These groups were autonomous, incorporated, peer-based user groups. 
There organisational constitutions generally insisted on a majority of 
users on their management communities, though other service-providers 
and doctors were often associate members. After 1989, groups were 
established in South Australia, Tasmania, Northern Territory, and Western 
Australia. Other groups have formed within AIDS Councils.. Tasmania 
and the Northern Territory have a funded worker as part of their AIDS 
Council strategies. SAVIVE in South Australia also works closely with 
its state AIDS Council, and its premises are located within the AIDS 
Council itself. 

The initial fundings for the major user groups were to operate 
Needle Exchanges, (in those states which legally permitted them at that 
stage) referral, advocacy and peer-education projects, with drop-in 
facilities and crisis intervention services. Of the major organisations only 
QuIVAA in Queensland did not apply for a NSEP due to the political 
climate in 1988 and did operate an actual Exchange until 1990, although 
its workers were licensed to distribute clean syringes. VIVAIDS operated 
an Exchange from its first funding in 1987, as did NUAA. These 
exchanges formed the basis of the first wave of peer-education initiatives. 

The utilisation of peer-based non-judgemental NSEP were a primary 
device of making NSEP programs acceptable to users. In Victoria, the 
exchanges operated by the Prostitutes Collective and VIVAIDS formed 
the largest of the states NSEP. The exchange programs introduced users 
to the concept of exchanges, as well as to the peer-based user organisations. 
The NSEP worked, in classic sense, as programs of recruitment. VIVAIDS 
at its peak of peer-based control was seeing over 500 users per twenty 
working days. Comparable figures were achieved in other peer-based 
NSEP and a proportion of these users utilised other services operated by 
the user-groups, and some began playing roles in the management or 
service provision itself. Most groups had volunteer programs, which 
enabled volunteer users to assist in the agencies servicing. 

In addition to these programs, each of the user groups operated 
peer-based safe-using programs. The employment of users by user 
groups has not been without controversy, nor for that matter has the 
employment of non-users by user groups. The basis of peer-education is 
the training of current members of the various user communities, who 
have access to current users and current networks of users, to implement 
safe-using strategies, by both example and informal or formal workshop 
strategies. Various peer-based education strategies were funded ranging 
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as 


from QuIVAA’s pilot Project Nocturne, where a nightclubs, pubs, 
disco’s etc were reached through a dedicated worker, to various mobile 
OUTEACH exchange programs, and the simple employment of a peer- 
member to implement a range of workshops, including those in prisons, 
refuges, treatment centres, and any other venues where current users 
could be reached. 

The peer strategy is the basis of the Australian user groups, but it 
does not only operate with regard to the user communities, but also to the 
non-user communities, government and non-government agencies, 
treatment services etc. The need for honest and relevant information on 
the various user communities by these non-user organisations and their 
workers has been increasing during the gradual deployment of the harm- 
reductive strategy. Formerly all informations came from a variety of 
users who were accessed through treatment agencies. We now know less 
than 20% of users ever end up intreatment, and that this information was 
not only biased by the source of the sample, but also biased politically. 
The need for accurate information on user habits as well as information 
on the various user communities, their cultural ethos, their mores and 
behaviours, has increased in order to develop strategies to educate this 
population. Peer-based user groups have filled this role, and often, for 
many service providers, it forms the only encounter non-users may have 
with a user, in a neutral environment. Peer-based user groups have also 
been accessed by research organisations, the media, and state health 
authorities, in order to provide a source of contact with users. Further 
these groups have been utilised to provide representatives to policy- 
making bodies, advisory groups and various committees, representatives 
who are users and who know the circumstances of use. 

Research organisations from the ANAIDUS study, which is the 
largest study of drug-use behaviours implemented Australia-wide, and 
the Victorian VICCS cohort study, in addition to many other small 
research projects, have gained a large number of respondents from peer- 
based user groups. This contact has meant for the first time that we have 
a truer image of the various user communities and a wider range of 
individual users. We must now look at large numbers of successful users 
who never have contact with treatment, and a wide range of IDU 
communities ranging from young professionals, to rural users. This 
information has been crucial to the success of the Australian strategy. 

For users these groups have provided a neutral, no man’s land ina 
nation that had previously followed the American War against drugs 
strategy. The employees of these groups were able to utilise the various 


information available to them to enable users to be referred to appropriate 
agencies which were sensitive to their needs. Further, advocacy roles 
were also important. Peer-based users were able to organise, were 
resourced and could advocate on behalf of their clients effectively. These 
groups also fostered a sense of community, a sense of worth and a sense 
of optimism in the midst of the dreary, depressing failure of the 
government’s policy of prohibition, and zero-tolerance to drug-use, 
based upon the American model. 

The success of this policy is clear. The Australian figures of IDU 
infection remain low. The Australian rate of AIDS diagnosed cases for 
IDU alone, form 1.9% of the cumulative total of such cases, if IDU use/ 
homosexual/bisexual contacts, another 2.9%, are added, this forms 4.8 % 
of the total of AIDS diagnosed individuals in Australia. With regard to 
HIV infection amongst IDU only, new diagnosis in 1991, IDU form 3.5% 
of the total, a decline from 4.3% in 1990. It is estimated that approximately 
2% of [Du are HIV infected in Australia. We can compare this to rates in 
New York City where 36% of AIDS cases are IDU and 60% of IDU are 
HIV positive. In Italy we can see IDU accounting for 62% of all AIDs 
cases. 

That this success is in some measure due to peer-based groups can 
be demonstrated by an comparisons of statistics produced within one 
Needle-Exchange. In VIVAIDS, we can see the results of a change of 
operations in an NSEP, from one which was entirely peer-controlled, to 
one in which peer-workers operated, but which is not peer-controlled. In 
1990, the last year of peer-operation it is possible to see a steadily 
increasing growth, on a monthly basis, from185 clients in Jan 1990, 210 
in March, 300 in May, 357 in July to peak at 503 in August. However, at 
the end of that year through a misguided action by the Victorian AIDS/ 
STD unit, the organisation was torn apart. 

This occurred in response to an embezzlement, which was not the 
fault of the VIVAIDS financial system, but of its banks practices. This 
was every state government’s worst nightmare; misappropriation of 
money in a funded user group. Containment was rapid and irrational. The 
organisation was dismembered, oddly in view the fact the problem was 
not an operating problem, and the organisation had been operating 
extremely successful. The NSEP program has now been placed under the 
control of a local community health centre. Since then the NSEP growth 
has ceased and the client number remains stable with an average of 262 
in 1991, and 261 thus far in 1992. It is clear that peer-based control of a 
NSEP contacts more users, and it is a mode of contact that snowballs, 


rather than being static. 

VIVAIDS has virtually been ceased to be funded as a peer-based 
organisation two years on and it struggles for existence, while notably 
fulfilling the state government’s requirements for peer-involvement in 
service-planning, policy, and representation without finance. It is 
attempting to seek new directions, new sources of funding. It has also 
utilised the last two years in the wilderness to develop policies and it is 
currently considering utilising the new directions established by other 
peer-based groups. 

Queensland 1s also stable organisation, operating a NSEP program, 
a range of peer services usually aimed a recreational users, believing 
dependent users are well-catered for by the state D&A system. It has also 
fostered the development of other peer-based user groups. This was 
originally a Cape-funded program, to establish rural and regional user 
groups throughout Queensland. There are now other regional groups, 
including SCIVAA on the Gold Coast that have been fostered by 
QuIVAA, utilising their experience to see other groups through their first 
year. 

ACTIVE League in Canberra, began as part of ADDINC, Canberra’s 
primary community-based harm-reductive agency. ACTIV has had 
advocacy and welfare basis, and is fully integrated into the service of 
ADDINC. ADDINC also organises and operates a Needle-exchange, in 
the same building as ACTIVE, providing recruitment and contact point 
for the organisation. SAVIVE in South Australia, allied to the South 
Australian AIDS Council, runs NSEP and an Outreach Service, and it is 
currently redeveloping foster by both changes in the state laws and a good 
relationship with the AIDs Council. 

In NSW, NUAA felt that its organisational location in Kings Cross, 
the heart of Sydney’s largest user community, and its original strategy 
had meant that the organisation was limited to needle-exchange and crisis 
management. It therefore changed its premises, moving to Bondi Junction, 
and left crisis management to other services who were designed for these 
interventions and who conducted it within a harm-reductive framework. 
This caused an outcry amongst various users and other groups, but the 
policy sought to replace this crisis-intervention work with more influential 
and effective advocacy and education work on a state government level. 
By effecting state-wide operations, NUAA could change more user’s 
lives than before. By educating service providers NUAA could effect the 
course of user reception by services. NUAA has further developed both 
policies and support services, in addition to advocacy programs. NUAA 
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